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The purpose of this paper is to direct 
attention to the symptoms and signs which 
point to rheumatic heart disease in chil- 
dren and which leads them to seek medical 
advice; to direct attention to the manner 
in which the physical signs in such chil- 
dren differ from those in adults with heart 
disease, and to emphasize certain impor- 
tant physical signs in the recognition of 
valvular lesions, particularly in children. 


Heart disease in children originates as 
a result of some type of infection, usually 
in the nose and throat, due to streptotocci. 
Associated with the heart disease is rheu- 
matism, chorea and occasionally nephritis. 
A few children suffer from congenital 


developmental defects in the heart and 
because of this defect may be predisposed 
to acquire heart disease later in life. Such 
children, however, represent only a small 
number of those with acquired heart dis- 
ease who are seen after the first two years 
of life. Occasionally other infections, such 
as diphtheria and influenza, may produce 
a cardiac lesion and be followed by symp- 
toms of heart disease. Such children again 
form a fairly small number observed in 
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a heart clinic. By far the largest number 


of children attending a clinic give a his- 
tory of a rheumatic infection at some 
previous time and form the most impor- 
tant group for study. 
SYMPTOMS AND SIGNS WHICH POINT TO RHEUMATIC 
HEART DISEASE IN CHILDREN. 
Children with rheumatic heart disease 
seek advice for one of three symptoms. 
The most common symptom is that of 
fatigue. The child tires easily, is not able 
to undertake more than ordinary exertion 
without distress, does not eat well and is 
restless at night. The second important 
symptom seen in these children is painful 
joints and extremities. This pain is often 
ill defined and poorly localized; it may 
show itself chiefly at night after a day’s 
activity, causing restlessness and moaning 
in sleep. Occasionally it takes the form 
of definite pains with objective signs of 
swelling, tenderness and redness coming in 
attacks and migrating from one joint to 
another. The third common symptom pre- 
sented by these patients is that of failure 
to grow and gain in weight. This can be 
noted at school or when children are under 
constant medical observation over periods 
of time. These three symptoms are to be 
found in the child who seeks relief early 
in the course of rheumatic heart dis- 
ease. Occasionally other symptoms may 
be present, such as fever of undetermined 
origin, skin rash, chorea, frequent colds 
and tonsilitis. Children who present signs 
of congestive heart failure, i. e., dyspnea, 
edema, cyanosis, etc., have advanced far 
in the progress of rheumatic heart disease, 
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. 
though occasionally in children with low 


resistance and with.a severe_rheumatic in- 
fection, congestive failure may appear 
early in the course of the infection. These 
children with aplastic responde to the in- 
fection, however, are fortunately not very 
common. Again, children with rheumatic 
heart disease are discovered when a child 
is examined in the course of some other 
acute infection or when the rheumatic 
heart disease simulates some other acute 
infection such as pneumonia, nephritis, 
etc. Recent studies by Coombs“) of chil- 
dren in a heart clinic indicates that of all 
children seen in the clinic, only about one- 
third come voluntarily for advice because 
of one of these manifestations of rheu- 
matic fever and heart disease. 


The largest number of children suffer- 
ing from organic heart disease due to 
rheumatism or any other cause are found 
in the course of routine or periodic physi- 
cal examinations at school, at camps and 
the course of some other disease. Physical 
examination during convalescence from 
such a disease is a particularly fruitful 
time for discovery of the heart disease. 
Such children may on careful study give a 
history of fatigue, painful joints and 
periods of slow growth and gain in 
weight; they also give a history of rather 
frequent nose and throat infections. These 
symptoms, however, have not been present 
in such children to a degree sufficient to 
bring them to a physician for medical 
advice. Coombs’'!) study has shown that 
about two-thirds of the children in a car- 
diac clinic belong to this. group. It is 
obvious from this observation and from 
common knowledge that in order to recog- 
nize this type of child the examining 
physicians should make careful physical 
examinations of all children applying for 
medical advice, particularly children who 
are not “up to par.” In this way many 
cases with early or slight degrees of rheu- 
matic heart disease will be recognized in 
territory supposedly free of this infection. 
This is the lesson which was learned years 
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ago in the early recognition of tuberculosis. 
Indeed, such symptoms of fatigue, colds, 
faildre to grow.and pallor will always call 
for a consideration of tuberculosis and 


heart disease in the differential diagnosis. 
MANIFESTATIONS OF RHEUMATIC FEVER AND HEART 
DISEASE IN CHILDREN AS COMPARED WITH ADULTS. 


It has been pointed out by Swift, 
that the manifestation of rheumatic fever 
varies with the age at which the patient 
has the attack of rheumatism and at which 
the heart disease develops. The younger 
child shows more frequently a generalized 
infection involving the heart and its main 
blood vessels, the peripheral arteries and 
vital structures of the body. These lesions 
have been called proliferative and are 
made up of changes arising in the fixed 
tissue cells of the body. In most charac- 
teristic form they constitute the rheumatic 
nodule to be found about joints, tendon 
sheaths and aponeuroses and in the heart 
in the form of Aschoff bodies. These 
lesions are made up of fibroblasts, epithe- 
loid cells, occasionally plasma cells grouped 
about a central area of hyalin material 
with a giant cell. These changes account 
for the progressive feature of the valvul- 
itis, the myocardial lesion and the obliter- 
ating adhesive pericarditis. Musser and 
Herrmann) have pointed out the fre- 
quency of pericarditis, have emphasized 
its silent insidious progress and the diffi- 
culties of its diagnosis. They account for the 
lesions to be found in the lungs, the pleura, 
spleen, kidney and ‘peripheral arterioles. 
They correspond to the widely distributed 
miliary lesions in tuberculosis in young 
children and represent a hyperplastic re- 
sponse of the child to the rheumatism. 


In the older adolescent child and in early 
adult life, the manifestations of rheuma- 
tism are apt to take on the form of an 
acute attack consisting of joint pains with 
redness, swelling and tenderness; fever, 
leukocytosis, erythema multiforme and cho- 
rea. These symptoms are due to changes 
in the wandering elements of the blood and 
body tissue namely edema, leukocytosis, 
capillary dilatation and reaction. They 
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rarely call forth changes in the fixed tissue 4 


elements. These exudative phenomena re- 
spond usually to salicylates, the attack sub- 
sides and no trace is left of the change 
which existed. They account for the toxic 


features of rheumatism. In such cases the 
heart shows the same changes in the valves 
which was to be found in the joints, occa- 
sionally in the muscle, and in the pericar- 
dium there may be an attack of acute 
serofibrinous pericarditis. An acute pneu- 
monic infection of this same nature may 
occur. While a child may show signs be- 
longing to this exudative group, the ten- 
dency is for the young child to have 
proliferative phenomena and for the older 
child to have exudative phenomena. Age 
is, therefore, of importance in determining 
the type of attacks the patient will have. 
In adult life single attacks of acute rheu- 
matism are the rule. In childhood, and 
particularly in younger children multiple 
attacks are the rule, and it is at this 
period of life when the progressive pro- 
liferative lesions creep on without many 
symptoms. The probability, therefore, of 
structural changes occurring throughout 
the body and particularly in the heart are 
much more likely in the young child. 


Age is of importance in determining the 
probability of the heart involvement dur- 
ing the attack since the infection is always 
more widespread in a young child. This 
again is similar to the process of tuber- 
culosis where the younger child tends to 
show extensive military lesions, whereas 
the older individual shows localized focal 
changes. When the first attack occurs in 
childhood, the probability of heart in- 
volvement in some degree is almost cer- 
tain. If the first attack occurs in adult 
life, irrespective of the severity of the 
exudative signs, the chances are that such 
a patient will escape permanent heart in- 
jury. Furthermore, the probability of 
second attacks of rheumatism are much 
greater in children than in adults and 
since each attack, whether first or second 
or subsequent, has the same chances of 
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involving the heart, it would seem that 


‘when rhéumatism once starts in childhood 


it would be difficult for the child to escape 
heart injury. 
PHYSICAL SIGNS IN CHILDREN AS COMPARED 
WITH ADULTS. 

Since the onset of rheumatism is usually 
in childhood, it should be a period of life 
when an excellent opportunity presents 
itself to see the early heart lesion of 
rheumatic infection. After studying a 
large group of children of this kind, it is 
apparent that proper allowance is not made 
for the early signs of the heart lesion in 
the usual description of heart disease in 
text books. The changes that occur in the 
precordium with bulging, deformity and 
pulsation are extremely common. The ex- 
tensive involvement of the heart with val- 
vulitis, endocarditis, aortitis, enlargement 
of the heart and pericarditis, either acute 
serofibrinous or chronic adhesive is clear. 
In the past, a great deal of emphasis has 
been placed on the presence or absence of 
systolic murmurs at the apex in such chil- 
dren. While such murmurs are usually 
present in children with rheumatic heart 
disease, it must be fully recognized that 
the murmurs also occur at times in many 
children when there is no actual heart 
injury. Either the murmur is caused by 
some transient condition or by some con- 
dition which has no relation to heart dis- 
ease. It would seem that less emphasis, 
therefore, should be placed on either the 
presence or absence of such a murmur. At 
the same time, insufficient importance has 
been placed on the evidence of cardiac 
enlargement. It is true that all children 
with rheumatic heart disease show some 
degree of cardiac enlargement and that 
such enlargement is rarely caused by ex- 
traneous or transient conditions. This 
should be a most important sign in determ- 
ining the presence of heart disease in young 
children. Careful palpation of the precor- 
dium offers a most satisfactory routine bed- 
side method for such determinations. 


Recently the American Heart Associa- 
tion’) has established important criteria 
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to.be met for the diagnosis of the various 
heart lesions. These criteria have been 
carefully selected from the large group that 
are known to occur and represent signs 
that are essential in making a diagnosis. 
A study of these criteria indicates that the 
most important valvular lesions in patients 
with rheumatic heart disease are mitral 
valvulitis (stenosis and insufficiency) and 
aortic valvulitis (insufficiency). A study 
of the children in the Cardiac Clinic of the 
St. Louis Children’s Hospital indicates 
that a larger number show signs of 
aortic insufficiency than is usually sup- 
posed. The lesions in this valve may occur 
alone or in combination with mitral val- 
vulitis. Recently pathological studies‘) in- 
dicate that the pulmonary valve is in- 
volved occasionally and probably in a 


Legend: Heart Sounds 
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greater frequency that has hitherto been 
suspected. It has been our observation 
that physical signs of aortic insufficiency 
can be seen best and more frequently in 
those children who are in good condition 
with good muscle compensation. During 
periods of congestive cardiac failure the 
physical signs may diminish or disappear, 
particular the aortic diastolic murmur 
which is usually heard along the left 
sternal border, whereas the vascular signs 
persist and become exaggerated. The phy- 
sical signs are otherwise similar td those 
seen in adults. In adults aortic insuffi- 
ciency is more commonly caused by 
syphilitic heart disease. 


Mitral valvulitis occurs so frequently in 
rheumatic heart disease in children that it 
should be looked for in every case under 
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observation. This valve lesion varies more 
with the age of the patient than any other 
lesions in the heart. Recent pathological 
studies also show that tricuspid valvulitis 
occurs with greater frequency in rheumatic 
heart disease than was previously sus- 
pected. The physical signs in the cases 
that have been under observation in the 
Clinic are about the same as those produced 
by mitral valvulitis (stenosis and insuffi- 
ciency) though the presystolic thrill is to 
be found near the sternum and the Signs 
of enlargement of the right side of the 
heart are very obvious. 


The chart indicates some of the interpre- 
tations that have been placed on these 
physical signs of mitral stenosis in children. 
It is at this period of life that one can 
observe the earliest lesions in this valve 
and to follow their development into better 
known supposedly characteristic signs of 
mitral stenosis in adults. 


Figure 1 of the chart represents the nor- 
mal heart sounds at the apex found in 
children who are lying quietly during 
examination. The diagram indicates the 
intensity, duration and pitch (quality) of 
these sounds. Figure 2 represents the phy- 
sical signs observed under these same 
conditions in the course of early rheumatic 
heart disease. It will be noted that the 
first heart sound (S1) has become slightly 
prolonged and also louder. There also 
occurs a systolic murmur (........ ) in this 
same area. The actual stenosis in the valve 
area at this time is probably functional 
rather than structural and is probably very 
slight. No thrill can be felt at the apex. 
The second sound is not changed. The 
term valvulitis is used to include both 
stenosis and insufficiency. The prolifera- 
tive and exudative changes in the valve are 
sufficient to produce some functional in- 
terference with the flow of blood through 
the orifice (Thayer) ‘*) and physical signs 
of stenosis can usually be demonstrated 
with the patient lying supine or in the left 
lateral position or after exercise. A mitral 
valve injured by the infection will be un- 
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able, especially after strain, to properly 
approximate the line of closure of the valve 
leaflets and consequently will allow blood 
to flow back through the imperfection into 
the auricle. It is to be supposed that all 
such cases do or can be made to show a 
valvular insufficiency. As the lesion in the 
valve progresses to the second stage of 
stenosis (Figure 3) and the leaflets be- 
come thickened with proliferative lesions 
on the valve margins, the first sound be- 
comes still more prolonged. It begins with 
a low pitched weak, dull sound, and pro- 
gresses to a louder, medium pitched ter- 
mination. A diastolic murmur may be 
heard preceding the sound. This murmur 
begins early in diastole, is short,and may 
be followed by a second, short, late dias- 
tolic murmur. The systolic murmur be- 
comes louder and longer and it is possible 
to demonstrate the precordial presystolic 
thrill at the apex. (***) The second 
sound at this time is also slightly louder 
though not so loud as it may be heard at 
the base of the heart. Under these condi- 
tions the heart muscle is usually well 
compensated. These are the physical signs 
observed most frequently in children with 
mitral valvulitis. Figure 4 represents the 
extreme prolongation of the first sound as 
the disease progresses in the valve. At this 
time the muscle begins to show signs of 
incompetence. The first sound is not so 
loud and becomes definitely lower in pitch. 
The apical thrill is weaker, the diastolic 
murmur is longer and louder. The systolic 
murmur becomes shorter and weaker. The 
second sound is distinctly accentuated. 
Figure 5 represents the final stage of com- 
plete muscle decompensation in which the 
first sound becomes again shortened, very 
much weaker in intensity and still lower in 
pitch. The thrill also is very weak or may 
be absent. The systolic murmur is very 
faint and. the diastolic murmur becomes 
shorter and more in mid diastole. The second 
sound becomes weaker, and along the left 
sternal border one may hear a soft diastolic 
murmur due to relative pulmonary insuffi- 
ciency (Graham-Steele murmur). When 
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following children with rheumatic heart 
disease it is possible to see the lesion pro- 
gress through these various stages until 
the patient dies. It is also possible to see 
certain children recover either partly or, 
rarely, completely. This process of pro- 
gress therefore might be called a reversib!e 
process and has been so indicated in the 
chart. 


In patients who have recovered from 
their rheumatic infection and show no fur- 
ther attacks the process in the heart 
becomes arrested and cured. The lesions 
may disappear entirely or may continue as 
healed fibrous lesions of an inactive sort. 
It is this type of patient who is seen most 
frequently in adult life and who shows the 
usual text book physical signs of mitral 
valvulitis (stenosis). Such an individual 
has a well compensated heart muscle and 
has at the apex (Figure 6) a first sound 
which is very loud, beginning as a fairly 
low pitched sound showing a crescendo rum- 
bling quality and terminating in a very 
high pitched snapping (S1). The systolic 
murmur to be heard is short and loud. The 
diastolic murmur is short and very loud 
apparently almost continuous with the rum- 
bling first sound. The presystolic thrill 
under these conditions is also very strong 
and well localized. The second sound is 
loud, high pitched and slightly prolonged 
and at the base frequently reduplicated. A 
heart showing such physical signs as these 
has a structurally narrowed mitral orifice 
made up of thickened valve leaflets, con- 
tracted chordae tendinae and scar forma- 
tion. Such a process is irreversible and 
permanent. If auricular fibrillation occurs 
(Figure 7) in such a patient, the physical 
signs at the apex change materially (Eggles- 
ton).‘ The thrill disappears, the first 
sound becomes weaker, shorter and again 
about normal pitch. The late diastolic mur- 
mur due to auricular systole disappears 
though the short systolic murmur remains 
and usually the mid diastolic murmur. The 
second sound becomes again weaker and 
shorter and about normal pitch. Such 
physical signs are rarely seen in children. 
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DISCUSSION. 

Dr. R. T. Lucas (Shreveport): It is rather pre- 
sumptous of me to try to discuss the paper of a 
man who is such an authority as Dr. McCulloch. 
He is dealing with a subject which is much more 
prevalent in colder climates than is the case here. 
Arthritis and the rheumatic heart is surprisingly 
uncommon in this immediate locality. In the colder 
regions, my experience was that the rheumatic 
heart comprised easily the larger group of defec- 
tive hearts found in children. I do not believe 
that is the case here. We find some congenital 
defective hearts, some defective hearts following 
infectious diseases, and occasionally we find a 
rheumatic heart. 


The thing that I recall most as being associated 
with these cases, as Dr. McCulloch has mentioned, 
is that you get a history of repeated colds, tonsil- 
litis, often chorea. Chorea is almost unknown 
here. Acute attacks of rheumatic heart are prone 
to recur. 


The case I have had the longest experience with 
is a nephew who, when he was about five, had two 
or three attacks. He always had a loud blowing 
murmur on the occasions that I examined his 
heart. After an interval of several years, I saw 
him again four years ago and examined his heart. 
I could not say there was anything wrong with 
the heart at that time. So far as the heart sound 
were concerned, the fellow was all right. He has 
finished college, and leads a normal life. A few 
months ago, he had a return of this condition. 


The thing that impresses me in this rheumatic 
heart is that you cannot promise your patient he 
is going to recover, that is, permanently. It may 
clear up clinically to all apparent purposes, but 
there is a great pronesness to recur. 


While Dr. McCulloch did not go into the treat- 
ment, I think it is permissible that we touch on it 
as being that in which the patient is mostly con- 
cerned. These cases during the infectious stage 
need to be rested and must be rested, but once 
the acute stage is passed it is not right to limit 
activity too much. A damaged heart in a child 
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will usually regenerate and compensate very nice- 
ly. In older individuals, that is not so much the 
case. 


I think it is difficult sometimes for one who has 
not seen a great deal of heart conditions to differ- 
entiate so-called hemic murmur that has no sig- 
nificance from the organic murmur. The impor- 
tant thing is that in hemic or non-organic murmur, 
which is not constant, and is not apt to be trans- 
mitted and your patient is usually not sick. That 
child who is undernourished, not gaining in weight, 
tires easily, will not infrequently pass through one 
or more hands before some one listens to the heart 
carefully and discovers the main factor responsi- 
ble for the child’s condition. 


Dr. Randolph Lyons (New Orleans): I appre- 
ciate being asked to speak on this subject of Dr. 
McCulloch’s paper, but I have to admit or confess 
that I am not a pediatrician and I rarely see the 
cases at the age which Dr. McCulloch speaks of 
and describes here. I usually get them after they 
have gone through the hands of the pediatrician 
and come to the internist, and if he has treated 
them well we don’t find very much. If they haven’t 
been so well treated, we may still find them having 
trouble. 


I believe that in this section of the country, as 
has been stated by the previous speaker, we do 
not see as many cases of true rheumatic heart 
disease as they do further north. Of course, we 
have it with us and it is possible that we may over- 
look a certain froportion of those cases but cer- 
tainly among adults true rheumatic fever in the 
section around New Orleans is not nearly as com- 
mon as I have seen it in New York or even in 
St. Louis. 


The diagnosis and recognition of these cases in 
childhood is of extreme importance. If they can 
be diagnosed early and properly handled with rest 
and salicylates, and so forth, as Dr. McCulloch 
stated, their chances of recovery are apparently 
much better than in adult life. 


Cases that we see with rheumatic endocarditis 
have already had a previous attack, and as a rule 
secondary attacks when they come on increase the 
damage which is already present, and the outlook 
in those cases is bad, of course. 


Most of the cases of mitral stenosis in women, 
however, which occurred in early childhood are 
rheumatic in nature, and we find they frequently 
live many years in good health and undergo one 
or two pregnancies without any difficulty, provid- 
ing they are properly handled. When we examine 
the hearts we find that there has been practically 
no enlargement of the heart after maybe thirty 
years’ duration, but the clinical findings, the pre- 
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systolic murmur or the late diastolic with the other 
physical findings are there. But there is prac- 
tically no enlargement of the heart except possi- 
bly a slight enlargement at the base in the left 
auricle. In such individuals the lesion is appar- 
ently stationary for many years. Even after auric- 
ular fibrillation has taken place they will very 
frequently live for many years in comparative 
comfort. 


I think we are all very much indebted to Dr. 
McCulloch for bringing out the early symptoms 
and the early diagnostic features of heart disease 
in children. If we catch them at that stage, we 
have a fair chance of giving them good health for 
many years to come. 


Dr. J. H. Musser (New Orleans): I think the 
Louisiana State Medical Society is very fortunate 
indeed in having the opportunity of hearing Dr. 
McCulloch. As you know, Dr. McCulloch is one 
of the outstanding cardiologists of the country and 
probably the most outstanding cardiologist who 
is interested at the same time in pediatrics. I am 
very much inerested in some of the remarks and 
statements that Dr. McCulloch has made, and I 
think there are two or three points he has brought 
out which deserve to be accentuated particularly. 
The first of these is the importance of the history. 
That applies particularly not only to the child 
who is ill but equally so to the adult who has heart 
disease of undetermined origin and who presum- 
ably, because of the type of lesion, has a heart 
condition which is due to a previous rheumatic 
fever infection. 


The manifestations of rheumatic fever in the 
child are extremely irregular, most bizarre, and 
very often indeed the condition is totally unrec- 
ognized. 


Go back into the, history, try to determine the 
etiologic factor responsible for the heart lesions. 
The story of irregular types of fever, repeated 
sore throats and so on, such as Dr. McCulloch has 
brought out, really I think are sufficient to show 
us that that child presumably had rheumatic fever. 


I think also deserving to be accentuated is his 
statement that the mere occurrence of a murmur 
is not indicative of a heart lesion. Dr. Lucas 
brought this point out, too. It is very much more 
important, I think, to show that there is enlarge- 
ment of the heart or some of the other criteria 
of organic heart disease rather than merely that 
the child has a murmur, because murmurs are 
extremely common in children. They are very 
common in young adult life as well. 


I should like to ask Dr. McCulloch one or two 
questions, and possibly he may be willing to elab- 
orate somewhat upon one or two of the statements 
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he made. I should like to ask him if he thinks 
that the proliferative type of lesions that he men- 
tioned occurring in very early childhood are sig- 
nificant of first infection, and whether the exuda- 
tive changes that occur in somewhat older children 
are manifestations of secondary involvement, or 
a re-infection, rather. 


I should also like to ask him if he has any fig- 
ures as to the relative frequency of an aortic 
valvulitis in contrast to a mitral valvulitis. Con- 
siderable discussion has arisen at various times. 
We are prone, I think, to associate rheumatic 
lesions in the heart as being primarily something 
which involves a mitral valve. It is brought out 
that the aorta is very affected, and I have had 
cardiologists say it is more frequently affected 
than the mitral valve itself. 


I should also like to ask him his opinion as to 
the benefit derived from the removal of the ton- 
sils, from his own personal experience. Again, 
there have been innumerable statistics brought 
forth to show that the removal of the tonsils, per 
se, has no effect upon the secondary manifesta- 
tions of rheumatic fever or the frequency of re- 
currence of attack. Likewise other figures have 
been brought out which show that it probably has 
a very definite effect. 


I do not agree totally with the two discussors 
of Dr. McCulloch’s paper. I really think rheu- 
matic heart disease is very much more frequent 
down here than we are prone to believe, and I 
think it is possibly not recognized as frequently 
as it should be because we do not allow for these 
irregular manifestations such as occur in child- 


hood. 


Dr. J. E. Knighton (Shreveport): While Dr. 
McCulloch’s paper deals especially with the diag- 
nosis, I think it would not be out of place to con- 
sider for just a moment some of the points that 
he has mentioned with reference to the history 
preceding these conditions of the heart. 


Having that thought in mind, I simply want to 
emphasize the importance of careful management 
and careful watching of the child during these 
mild, very mild manifestations of rheumatic fever 
which antedate the real condition that the doctor 
has under discussion. 


I think it is a good rule in these cases that 
show nodes about the joints, which the doctor 
mentioned, to keep that patient at rest, in bed 
over a long period until those nodes have been 
absorbed and disappear entirely. 


I think it is a very important thing for the 
doctor in charge of the case, these even apparent- 
ly mild attacks of rheumatic fever, to keep that 
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child at rest over a long period, and especially 
until these manifestations have all disappeared. 


Dr. Cecil Lorio (Baton Rouge): There were a 
few points that probably were not brought out 
because of lack of time in Dr. McCulloch’s paper, 
and one is the age incidence of rheumatic fever. 


I probably would be correct in saying that it 
very seldom occurs under the age of three. That 
is, in the cases I have seen; they have all been 
above the age of three. 


In the larger cities, New York, Boston, St. Louis 
and Philadelphia, the percentage of rheumatic 
fever in connection with heart disease is innum- 
erably larger than it is in the South. Probably 
in the South we have cases that are unrecognized, 
and in that class I think you can group some of 
the undiagnosed cases of chronic temperature. 
We have a child that will run a temperature for 
a month, two months, three months or four months 
without any symptoms and are practically or neg- 
ative physical examinations. I think many of 
these children would fall into the class of rheu- 
matic fever or rheumatic infection of some type, 
whether it is the heart or any other part of the 
body. 


I should like to ask Dr. McCulloch just exactly 
what the treatment is in the cases that he would 
see early and could make a diagnosis of rheu- 
matic fever. 


I have real statistics on the removal of tonsils. 
There is a prominent man in Brooklyn, I think it 
is, who ran a series of 500 cases with tonsillec- 
tomies and 500 without tonsillectomies, and it was 
his conclusion that tonsillectomies had practically 
no curative value in the treatment of rheumatic 
fever. I should like to have Dr. McCulloch say 
something on that point. 


Dr. Hugh McCulloch (St. Louis, Mo.): I want 
to take this opportunity of expressing my pleas- 
ure at being with you and in being able to come 
to a community where rheumatic fever and rheu- 
matic heart disease is supposed to be rather limited 
in its frequency. I think that would be rather a 
nice community in which to live. 


In answer to some of the’ questions that have 
been asked, I think one point I would like to re- 
emphasize on this chart is that this last diagram 
here represents a type of mitral stenosis and 
mitral valvulitis that is seen in adult life. It is 
one of my strong beliefs that in watching chil- 
dren with heart disease early in their career we 
should try to follow those into adult life as they 
proceed into this healed and recovered stage. This 
individual usually has become arrested so far as 
rheumatic fever is concerned, and, therefore, may 








ALVAREZ—Puzzling Types of Indigestion 


live under proper care and guidance the rest of 
his life in fairly satisfactory comfort. Recent 
study has shown that such individuals may bear 
innumerable pregnancies without any particular 
discomfort. They do best under careful, con- 
tinuous medical supervision. 


These lesions here are rarely seen in adult life 
and, therefore, I think it would be of advantage 
to the adult to have the cardiologist see the be- 
ginning of these things in childhood and see how 
many get well. Dr. Holt pointed out sometime 
ago that children with heart disease of an organic 
nature can get well. 


Dr. Musser has asked several questions that I 
think are very important. They were hardly with- 
in the scope of my paper and I hardly had time to 
take them up. I will be very glad to answer 
them. 


I have the impression when patients develop 
their rheumatic fever late in life and show these 
exudative phenomena that it represents a rather 
advanced degree of hypersensitization. Those in- 
dividuals have had many infections from their 
colds and sore throats previously, but have not 
shown particularly the rheumatic manifestations 
when they come to show the exudative phenomena, 
joint pains, high fever and toxicity which repre- 
sents a definite state of hypersensitivity. The 
young child shows a proliferative lesion because 
he generally has a continuous infection and re- 
sponds to this low grade, continuous toxemia. 


He has asked another questions that means a 
good deal, about the occurrence of aortic insuf- 
ficiency. At the present time we are in process 
of analyzing the admissions during the last fifteen 
years at the Children’s Hospital; there have had 
about 500 cardiac admissions to the hospital in 
that time. As far as we have gone, it would seem 
that aortic insufficiency occurs in about forty per 
cent of the cases, and all have negative Wasser- 
mann’s. Aortitis and insufficiency in an adult is 
usually due to syphilis, and in a child is usually 
due to rheumatic infection. 


As regards tonsils, for the last twelve or fifteen 
years we have been taking them out in all chil- 
dren where there is diagnosis of rheumatic fever 
and rheumatic heart disease. We found we were 
removing a good many normal tonsils and weren’t 
influencing very much the course of the recur- 
rence of rheumatic fever. Taking out tonsils ap- 
parently was not helping the patient very much. 
We have modified our general attitude toward that 
question in the last two years by having the work- 
ing rule that a child with heart disease should 
have his tonsils removed as though he were a 
normal child. That is, if the child has large, in- 


515 


fected glands and a history of otitis media, and 
other things that are associated with tonsilitis, 
they should be removed. If these signs are not 
so demonstrated, they should be left alone and 
the nose and throat watched. 


Dr. Knighton has asked some questions that also 
are very important. I was hardly prepared to dis- 
cuss the treatment. I can sum up what I think 
about it very briefly, however. You treat a car- 
diac child in about the same way that you would 
treat a tuberculous child or an adult. It consists 
of rest, supervision of the general condition, and 
we believe there are three lines of procedure. In 
the first place, the patient should be kept free of 
subsequent infection because every cold and every 
tonsilitis produces further injury in that patient’s 
heart. In the next place, they should be super- 
vised as to their nutrition. They should have good 
diet, rest, be out of doors, and use the ordinary 
hygienic measures such as are directed to any 
person well or sick. Thirdly, they should have a 
very careful relation of their daily routine and 
the activities they undergo. In other words, you 
treat the heart indirectly and treat the patient 
very directly. 





PUZZLING TYPES OF INDIGESTION.* 
WALTER C. ALVAREZ, M. D.,+ 
ROCHESTER, MINN. 


Anyone who sees many unusual cases of 
gastro-intestinal disease will I think be 
distressed at his inability to find labels for 
a considerable percentage of them. In 
some instances the label might be found if 
the patient could be observed and studied 
for a longer time, but in many others I feel 
sure that the fault is with the textbooks 
which have not yet supplied us with all the 
tags we need. Authorities are always con- 
servative, and in spite of the fact that the 
surgeon with his exploring knife has upset 
many of our old ideas in regard to the 
causes of indigestion the writers of books 
are inclined to go on describing the old 
diseases and more or less ignoring the new 
ones. 


For a generation it has been known that 
the stomach is not the essential organ of 





*Read before the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 

+From the Division of Medicine, The Mayo 
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digestion and that organic disease of its 
wa!ls is rare, and yet, so great is the con- 
servatism of publishers that they persist 
in labeling their textbooks on gastro-enter- 
ology with the old title of “Diseases of the 
stomach.” The commonest single cause of 
severe indigestion is probably disease of 
the gall bladder but if one turns to a “Sys- 
tem of medicine” and looks for cholecystitis 
where one would expect to find it, in the 
volume on “Diseases of the stomach,” it 
will probably not be there. Why? Be- 
cause in the old scheme of things the gall- 
bladder belonged with the liver, and there 
it still is, treated in a more or less step- 
motherly way. There one can find much 
about gall stones but little if anything about 
the problems which daily confront the mod- 
ern consultant. Where except from his own 
experience and the perusal of contemporary 
journals can he learn anything about the 
real significance of what the pathologist 
rather grudgingly calls “slight cholecysti- 
tis,” or where can he learn something that 
will help in handling the patients who after 
cholecystectomy continue to have colic or 
symptoms suggestive of biliary tract infec- 
tion? 
A SEARCH FOR NEW SYNDROMES. 

Obviously, if we who are puzzled are 
ever going to get any new information we 
must dig it out for ourselves. We must 
study disease in our patients and not in 
our books. In the years in which I have 
practiced medicine I have watched several 
new syndromes emerge from the group of 
so-called neuroses, and I see no reason why 
the process should not continue. Twenty- 
five years ago such troubles as duodenal 
ulcer, early cholecystitis, and chronic ulcer- 
ative colitis were rarely recognized ; twenty- 
five years from now those of us who are still 
alive will be wondering how it was that in 
1930 we could have failed to see that certain 
of our cases fell into definite groups, and 
that the symptoms of the patients were too 
severe to be accounted for on the basis of a 
neurosis. 
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Obviously, then, we must go looking for 
new diseases; but where? Explorers do not 
hunt for new land in the Mediterranean; 
they conserve their energies by hunting 
only about the Poles or in New Guinea or 
Tibet. Where should we be hunting? In 
the hope of throwing light on this question, 
I took from my files the records of 500 
patients (227 and 273 women) who in the 
latter half of 1925 in San Francisco con- 
sulted me in regard to indigestion or abdom- 
inal distress. 


DIFFICULTIES IN CLASSIFICATION. 

As soon as the records were read and 
abstracted, it became obvious that in many 
cases it would be impossible for anyone to 
make a single clear-cut diagnosis. It is 
comparatively easy to do this when all the 
complaints of the patient are clearly re- 
lated to the presence of some serious !esion 
such as peptic ulcer or cholelithiasis, but 
how is one to classify the indigestion of a 
nervous psychopathic woman with migraine, 
constipation, mucous colitis, urticaria, 
hypertension, gall-stones, uterine fibromyo- 
mas, and a husband with whom she cannot 
live in peace. I am thinking of an actual 
case in which the first therapeutic experi- 
ment was the removal of the gall-stones. 
As this produced only temporary improve- 
ment the foods which were causing the urti- 
caria and possibly some of the attacks of 
mucous colitis were next detected and 
eschewed. Again there was a little improve- 
ment but the woman continued to be pros- 
trated by severe attacks of headache, 
abdominal pain and vomiting. To make 
peace in the family the husband then left 
home but this didn’t help much. Finally 
as I came to know this woman I saw that 
her troubles were due almost entirely to 
the severe migraine; the stones were 
impressive but apparently they had been 
silent and had had little to do with the case. 
I have therefore listed her record under 
the heading of migraine. The point I wish 
to make is that if I.had lost track of the 
woman in the first few months after the 
operation when she and I thought it had 








ALVAREZ—Puzzling Types of Indigestion 


cured her, I would have classified her case 
as one of cholelithiasis. 


Perhaps the strongest impression which 
I have gained from the study of these 500 
case histories is that today the poverty of 
our knowledge in regard to the more 
unusual types of gastro-intestinal disease is 
due largely to the fact that we physicians 
so often see but one short episode in the 
course of a long-continued chronic disease. 
Let us say that a woman has wakened at 
2 o’clock with nausea, vomiting, and 
abdominal pain; a few days later the diges- 
tive tract appears by every test to be nor- 
mal, so a few suggestions are made as to 
the diet, perhaps a little rest is prescribed, 
and the patient departs. Was it an attack 
of food poisoning or a manifestation of 
some serious disease? Six months later 
when another attack comes, this time with 
an accompaniment of jaundice, melena, 
blood in the urine, or choked discs, the 
patient goes perhaps to another physician 
and the first one is deprived of information 
which would teach him much. 


For a number of reasons, then, the proper 
classification of many of the cases listed in 
table 1 is impossible. The grouping which 
I have attempted, although obviously imper- 
fect, will, I think, be helpful in that it gives 
some idea of the extent of the problem which 
needs now to be attacked. The groups are 
made up of persons with: (1) definite 
disease of the gastro-intestinal tract; (2) 
symptoms suggesting such definite disease; 
(3) disease in organs outside the digestive 
tract; (4) generalized diseases; (5) ner- 
vous troubles and constitutional handicaps; 
and (6) poorly understood symptoms such 
as constipation, diarrhea, and flatulence. 

DEFINITE DISEASE OF THE GASTRO-INTESTINAL 

TRACT. 

The first point to be noted is that a 
definite diagnosis of disease of the diges- 
tive tract was made in 175 or about one- 
third of the cases. The commonest single 
cause of indigestion seemed to be cholecys- 
titis, with or without stone. About half of 
the seventy-seven patients were operated 
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on and the diagnosis confirmed by the 
discovery of definite disease in the gall- 
bladder. 


The next most frequent cause of trouble 
was duodenal ulcer, and after this the next 
was subacute or chronic appendicitis. The 
diagnosis of appendicitis was made con- 
servative'y and in almost every case the 
criteria were first, that the patient had had 
typical or fairly typical attacks, and 
second, that if operation was performed 
recovery was definite and lasting. As will 
be noted, gastric ulcer and gastric carci- 
noma were rarely encountered. 


I have included in this group of patients 
with organic disease four cases of infesta- 
tion with Entameba dysenteriae and two of 
heavy infestation with Giardia lamblia. 
Such parasites can often be found in the 
stools of patients but my impression is 
that in most cases they have little if any- 
thing to do with the production of the 
symptoms complained of. Hopefully one 
prescribes the appropriate drugs, the cysts 
disappear, but too often the patient returns 
with the same old troubles. 


Two cases listed in table 1 under the title 
of chronic mesenteric lymph-node disease 
interest me greatly because I believe they 
represent one of the new syndromes which I 
now want to see studied. The subject has 
recently been discussed by Freeman. The 
symptoms in a number of my cases were 
nausea, and diarrhea, with abdominal sore- 
ness, sometimes fever, and usually much 
prostration and nervousness. 


There is another condition to which I 
would like to call attention and this is an 
inflammation and widening of the anal 
ring. Among the 500 cases there were 
three in which I deemed this to be the 
basis for abdominal discomfort, constipa- 
tion and flatulence. Certain it is that as 
soon as a proctologist cleared up the in- 
flamed crypts, fissures, and small fistulas, 
the symptoms all disappeared and the 
bowels moved normally - again. 
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There were two interesting cases in 
which cholecystitis was probably part of a 
generalized infection with some organism 
of low virulence. In one there was fever 
and arthritis which lasted for two years. 


Some feature suggested tuberculosis but its 
presence could not be demonstrated. In 
the other patient the organism was a 
streptococcus of viridans type which, dur- 
ing the course of years, invaded one organ 
of the body after another. I believe that 
many of the curious abdominal troubles 
that are associated with tenderness of the 
liver, symptoms suggesting cholecystitis, 
occasional slight rises in temperature, and 
sometimes arthritis, are due to smouldering 
generalized infection with organisms of 
low virulence. 

PATIENTS WITH SYMPTOMS SUGGESTING ORGANIC 

DISEASE. 

This group is to me the most interesting 
of all because it is the one in which research 
is most needed. It comprised 115 patients 
or over one-fifth of the total number. Many 
were incapacitated or were suffering so 
much that the trouble could hardly be 
ascribed to nervousness. In sixty cases the 
clinical picture resembled that of cholecys- 
titis, but for a number of reasons, the 
diagnosis remained in doubt. In some, im- 
portant symptoms were lacking, or the 
patient was so querulous or so self-contra- 
dictory that the history could not be taken 
at face value. In others the gallbladder 
concentrated well with the dye test, or at 
operation the organ did not appear to be 
diseased. In a few the gallbladder was 
thought at operation to be diseased and was 
removed, but later, doubt crept in because 
the patient failed to improve. 


These cases in which after operation on 
the gallbladder the patient continues to 
suffer with the old symptoms of bloating, 
colic and perhaps even jaundice are very 
trying to the clinician. If stone were 
found at the operation or if the gall- 
bladder was only drained, it often pays to 
operate again to look for more stones or to 
remove the gallbladder, but if the organ 
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never contained stones, if it was removed, 
or if there is no jaundice, there is little 
to be hoped for from another laparatomy. 


In many of these cases it seems to me 
that the symptoms must be due to the 
persistence or recurrence of infection 
throughout the biliary ducts, and a ten- 
dency to spasm in various parts of the 
digestive tract. So far as I know no one 
has as yet offered any explanation for the 
troublesome flatulence complained of by 
these patients. Many of them doubtless 
continue to suffer because they are 
neurotic, or because they are handicapped 
by hypertension, migraine, or the nervous 
upsets that attend the menopause. 


The diagnosis of peptic ulcer is not 
always easy. In eight cases the roentgen- 
ologist saw a defect in the duodenum but 
the symptoms were either indefinite or they 
failed to respond to the usual treatment 
for ulcer. In a clear-cut case everything 
points the same way: symptoms, high acids, 
cap defect, relief with two hourly feedings, 
lesion at operation, and cure after gastro- 
enterostomy, but in the puzzling cases there 
are strange contradictions in the evidence. 
Thus in one instance the symptoms were 
characteristic of ulcer, the roentgenologist 
saw a defect in the outline of the gastric 
shadow, and at operation the surgeon felt 
a thickened area which he excised. The 
pathologists, however, could not, in the 
tissue which he received, find any ulcer, and 
the patient continued for years to suffer 
with hunger pain. 


Eight persons suffered pain and distress 
in the region of the appendix, but, again, I 
could not always be sure of the diagnosis 
even when operation brought relief. The 
difficulty was that I soon lost track of the 
patient, and a cure lasting a few months 
failed to impress me. It is what happens 
afterward that is important. 


There were sixteen patients in whom the 
only diagnosis possible was the meaning- 
less one of abdominal pain. Perhaps in 
some of them a real diagnosis could have 
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been made if I had been able to observe 
the patient long enough or if I could have 
seen an acute attack. 


A troublesome group of cases is that in 
which after appendectomy the patients con- 
tinue to complain of pain and distress in 
the right lower quadrant. In some of them 
I suspect that the trouble is due to a per- 
sistence of low grade infection either in the 
walls of the ileum and cecum or in the 
lymph nodes draining this region. A few 
of these patients have a sort of hunger 
pain which occasionally is relieved by food, 
perhaps because eating helps the terminal 
ileum to force its contents past a spasmodi- 
cally contracted ileocecal sphincter. 


In one such case in which the patient 
had for several years been incapacitated by 
pain and vomiting, and in which on roent- 
gen-ray examination I found marked ileal 
stasis and some gastric stasis, Dr. C. H. 
Mayo short-circuited the ileocecal sphincter 
by making a new opening between ileum 
and the ascending colon, and obtained a 
perfect and lasting result. Spasm of the 
ileocecal sphincter probably serves as the 
basis for at least one of the syndromes 
which some day will be recognized and dig- 
nified with names. 


I have placed in this group of puzzling 
cases those with diverticulitis of the colon 
because although it is easy to demonstrate 
diverticula it is not always so easy to say 
that inflammation is present in some of 
them and that this inflammation is respon- 
sible for the symptoms complained of. I 
have seen cases in which the discovery of 
harmless diverticula so fully satisfied the 
clinician that he failed to look further and 
thus missed the really important lesion in 
gall-bladder or stomach. 


There are a number of cases in which 
I strongly suspect that the indigestion of 
later life is a sequel of peritonitis in child- 
hood or youth: peritonitis which left 
adhesions and foci of minor resistance. 


I suspect that there are cases in which 
early cirrhosis or other diseases of the 
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liver with resultant disturbances of the 
portal circulation must produce indigestion 
and abdominal distress, but as yet the syn- 
drome has not been recognized. Probably, 


in most cases, if any diagnosis is made, it 
is that of cholecystitis. 


I have listed two cases under the head- 
ing of gastritis or enteritis but I have 
placed a question mark after these diag- 
noses because if a necropsy could have 
been performed it might have been impos- 
sible to demonstrate changes in the mucosa. 
One case was that of a woman who was well 
until she ate some sandwiches at a picnic. 
Shortly afterward she suffered with intense 
pain in the epigastrium, with a burning 
feeling there, and globus. In the weeks that 
followed she lost 22 pounds in weight. In 
the other case, a similar upset followed an 
attack of “influenza.” 


I have seen a number of patients in 
whom after an acute attack of “food 
poisoning” or more probably of infection 
of the digestive tract with pathogenic 
organisms, symptoms of indigestion con- 
tinued for weeks and months until the 
amount and quality of the food was re- 
stricted and the digestive tract was given 
a rest. Recent studies by Childrey at The 
Mayo Clinic have shown that if the intes- 
tine is overburdened and overwhelmed on 
one day it will not digest well on the next. 
Under such conditions a vicious circle may 
easily be started and maintained unless, for 
a few days, the work of the bowel is made 
easy. 

DISEASE IN ORGANS OUTSIDE THE DIGESTIVE 

TRACT. tit 

In four cases the abdominal pain com- 
plained of appeared to be due to ‘arthritis 
of the spine, with involvement of nerve 
roots. Such spondylitis, with a history of 
previous lumbago, wry neck, or sciatica, 
was encountered in twenty-four other cases 
but in them the relation of the disease to 
the abdominal discomfort was not so clear. 


In many of the women it seemed to me 
highly probable that the tendency to indi- 
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gestion was related in some way to the 
presence of defective ovaries, old pelvic 
inflammation, retroversion of the uterus, or 
uterine fibromyomas. I have always had 
the impression that there is a relation 
between cholecystitis and pelvic disease but 
it would take a careful statistical analysis 
of necropsy records to prove it. Of one 
thing I am certain and this is that it will 
repay the gastro-enterologist to consult 
frequently with a good gynecologist. 


In one case a puzzling pain in the hypo- 
gastrium which had been ascribed by 
several physicians to diverticulitis, in- 
guinal hernia, and appendicitis was relieved 
as soon as a posterior urethritis was dis- 
covered and treated. In another case the 
distress which had been thought to be 
digestive in origin was relieved by the re- 
moval of a large prostate. 


Some physicians may be surprised to find 
that I have listed only two cases in which 
the cause for the indigestion was assumed 
to be dental infection. In many instances 
I suspected that severe pyorrhea was an 
important factor but other causes for the 
symptoms could always be found, and doubt 
remained in my mind. In one case the 
indigestion and nervous breakdown of a 
husky farmer was traced to osteomyelitis 
in the mandible; in the other the patient, a 
big lumberjack, had for several months 
been going from physician to physician 
seeking in vain for relief of symptoms 
which suggested the presence of peptic 
ulcer. No one had been able to demonstrate 
such a lesion, and the usual Sippy treatment 
did not give relief. On general principles 
I had two badly decayed molars removed, 
and to my surprise the man returned in a 
few days to say that his symptoms were 
gone, his strength had returned, and he was 
off to the moutains again. 


GENERALIZED DISEASES. 


In twenty-six cases it seemed to me that 
the complaints of the patient could best be 
accounted for by the presence of hyper- 
tension. I do not mean that hypertension 
ordinarily produces indigestion; often in 
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the most severe forms it does not, but 
occasionally it causes the victims to seek 
the advice of a gastro-enterologist because 
anginoid pain, extrasystoles, paroxysmal 
tachycardia or the distress occasioned by a 
failing heart are thought to be due to the 
accumulation of gas in the stomach. 


A number of elderly patients who for 
some time had been treated for indigestion 
but who really had a failing heart were 
miraculous!y cured as soon as I induced 
them to move away from San Francisco’s 
steep hills. In elderly persons with hyper- 
tension, attacks of dizziness with nausea 
and even vomiting must often be due to 
slight thrombosis or transitory spasmodic 
closure of small blood vessels in the brain. 
I have seen physicians make a diagnosis 
of “acute indigestion” when a little ex- 
amination of the patient would have 
revealed a slight hemiplegia or a slight 
bulbar paralysis. 


It would seem that some of the in- 
digestion and flatulence of persons with 
arterial sclerosis and hypertension must 
be due to disturbances in the blood 
supply to the bowel and to other ab- 
dominal organs, but as yet I know of no 
way of telling when such disturbances are 
present and responsible for the symptoms 
complained of. Research along these lines 
should be profitable. 


In four of the 500 cases the cause of the 
indigestion was unrecognized pulmonary 
tuberculosis. In three there was hyper- 
thyroidism, and in one myxedema. In one 
case the subsequent history showed that I 
had been dealing with the beginning stages 
of a rapidly fatal leukemia, and in another 
I strongly suspected that I was face to face 
with the early symptoms of pernicious 
anemia. In still another I feared that I 
was dealing with some lesion of the sup- 
rarenal glands. 

NERVOUS TROUBLES AND CONSTITUTIONAL 
HANDICAPS. 

In thirty cases I have used as a diagnosis 

the term “fatigue neurosis.” It is fairly 
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satisfactory in that it brings to mind the 
picture of a man or woman who has brok- 
en down under the strain of overwork, long 


hours, heavy responsibility, no vacations, 
and perhaps insomnia. It is unfortunate 
that nowadays so many of these patients, 
instead of being given the rest which they 
so sadly need, are driven “over the edge” 
into a nervous breakdown by ill-advised 
operations for the removal of teeth, ton- 
sils, or appendix. Even when definitely 
indicated, such operations should, I think, 
always be deferred until the patient has had 
a chance to rest. 


When there is no history of overwork and 
yet the patient is obviously hypersensitive, 
apprehensive and on edge I use the term 
“nervousness.” Many persons resent this 
word because they think it implies that they 
are excitable, flighty, foolish, or in some 
way culpable. They forget that a person 
who is outwardly calm may be inwardly 
seething, tense, and frightened. 


I have coined the term “temperamental 
indigestion” to describe the troubles of cer- 
tain men and women, often of one of the 
Mediterranean races, who get along well 
enough until some annoyance sets them off 
into an emotional debauch. The term “anx- 
iety neurosis” is useful to describe those 
cases in which, after the sudden death from 
cancer of a relative or friend, or after a 
visit to a pessimistic or tactless physician, 
or after the appearance of symptoms which 
are thought to be due to the return of an 
old well-treated syphilis, the patient be- 
comes terror-stricken. 


I usually place in a special category those 
persons who are living under terrible strain 
and who are eating their meals to the accom- 
paniment of bitter words. Perhaps the 
wife is insanely jealous, or the husband has 
been untrue and a divorce is pending, but 
whatever the reason, there is little that the 
physician can do until peace is restored. 


I believe there should be a separate 
classification for the women who vomit or 
regurgitate immediately after meals. The 
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problem is not one of indigestion because 
the food which is retained is handled com- 
fortably, and operations on the stomach or 
bowels are worse than useless. 


In table 1 I have grouped together those 
persons who seemed to me to be psycho- 
pathic, “constitutionally inferior,” asthenic, 
or deficient in ovarian function. Gastro- 
enterologists would do well to remember 
that for every insane person confined in an 
asylum there are several queer, poorly 
adjusted relatives at large, and many of 
these complain of indigestion, ‘‘auto-intoxi- 
cation,” depression or weakness which is 
out of all proportion to the amount of 
physical abnormality that can be found. 
In these cases the physician will do well to 
focus his attention on the weakness and 
the inability to stand up to the strain of 
life and not on the aches and pains in the 
abdomen. 


I think the term “constitutional in- 
feriority” is a useful one with which to 
picture the thin, nervous, flabby, weak- 
backed, poorly sexed girl who, if she had 
been born a kitten or a puppy would not 
long have escaped drowning. Some “asthe- 
nics” could doubtless be placed in this 
group but I reserve for them a less 
opprobrious term because so many, though 
physically handicapped, drive onward with 
such keen, active, idealistic brains that 
they succeed in doing much of the con- 
structive work of the world. I have never 
been able to decide whether they are tired 
because they were originally endowed with 
too little strength, or simply because they 
spend what they have so recklessly in an 
effort to do three men’s work in a day. 


I place in a separate group those women 
who show a masculine type of distribution 
of hair on face, breasts, and abdomen, and 
who have defective pelvic organs, painful 
and scanty menstruation, and sexual anes- 
thesia. For the sake of brevity I continue 
to label this polyglandular defect with the 
term “hypo-ovarianism.” Many of them 
suffer with nervous indigestion, mucous 
colitis, and constipation. 
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Years ago I would have classified a 
number of the thin congenitally handi- 
capped patients as victims of enteroptosis 
but now that I know how commonly this 
condition is found in healthy persons, I 
doubt the wisdom of ascribing symptoms 
to it. Some persons doubtless feel better 
while wearing an abdominal support but 
this does not convince me that enteroptosis 
is a disease. The good which these women 
often derive from a sojourn in a sani- 
tarium is due probably not so much to the 
fat which they put on as to the rest which 
they get. I think I would as willingly 
ascribe symptoms to a large navel, to a 
hooked nose, or to flaring ears, as to a 
mobile cecum or to a redundant sigmoid 
flexure. 


I fear that many physicians do not yet 
know the danger of operating on patients 
with severe migraine. The attacks of 
nausea, vomiting, prostration, and severe 
abdominal pain may strongly suggest the 
presence of cholecystitis, but the expert 
will continue to question the patient until 
he is sure that there is never any indiges- 
tion between attacks, and never an attack 
without headache. If the cerebral disturb- 
ance always comes first he will know that 
operations must not be done. I have seen 
patients with this disease who have sub- 
mitted cheerfully to one useless operation 
after another; usually first appendectomy, 
then cholecystectomy, then gastro-enteros- 
tomy, and finally the taking down of the 
gastro-enterostomy. Surgeons must learn 
that in these cases it is useless to open the 
abdomen because the disease is not there. 
It is probably up in the brain from whence 
there spreads out down the vagi or splanch- 
nics a nervous “storm” similar to that 
which produces the abdominal crises of 
tabes. Even when gall-stones are found, 
their removal may have no effect on the 
course of the disease. 


Mucous colitis is another condition which 
accounts for much unnecessary opening of 
the abdomen. At operation I have looked 
at the colon in some of these patients; I 
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have sectioned it, and studied the slides 
under the microscope, and I have been 
unable to find anything wrong. I have 


seen the surgeon remove half of the colon 
and cure the constipation which was 
thought to be the cause of the mucous 
colitis, and still the patient continued to lie 
on a couch with a hot water bottle over 
the place where the cecum used to be. 


It seems to me obvious that the disease 
is not a true colitis. There exists first a 
congenital predisposition; second, a hyper- 
sensitiveness to many types of stimuli; and 
third, perhaps some local source of irrita- 
tion such as pelvic disease in women. 
Research is much needed in order to learn 
what happens to intestinal secretion and 
absorption during an attack. 


In some cases, perhaps in many more 
than we now suspect, abdominal distress is 
due to hypersensitiveness of the colon to 
certain foods, or perhaps to substances 
which are excreted through its wall. 
Spectacular cures can sometimes be ob- 
tained when the offending foods are detected 
and avoided, and in a few cases I have even 
seen severe headaches disappear. 


The difficulty in recognizing these cases 
of so-called “intestinal allergy” is increased 
by the fact that urticaria is not always a 
part of the clinical picture. The points that 
should arouse suspicion in the mind of the 
medical attendant are that the patient or 
one or more of his or her relatives are sub- 
ject to hay fever, asthma, or eczema, and 
that the attacks of abdominal distress are 
associated with irritability of the bladder, 
with pain in the muscles and joints, and 
perhaps with hives and headache. 


I do not like the way in which many 
physicians now apply the term colitis to 
every case of spastic constipation in which 
the haustration of the colon is a little 
irregular. I think the term should be 
reserved for those cases in which, with 
the sigmoidoscope, one can see that the 
mucous membrane is definitely inflamed or 
ulcerated. 
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SYMPTOMATIC DIAGNOSES. 


In nineteen cases the only diagnosis 
made was constipation. There are many 
patients in whom flatulence and indigestion 
can be relieved if only the lower end of the 
colon can be emptied without insult to the 
rest of the bowel. When the colon is 
highly sensitive, purgatives and rough diets 
are equally injurious, and often then the 
best solution of the problem can be found 
through the use of enemas of warm 
physiologic saline solution. 


I dislike the usual textbook division of 
constipation into spastic and atomic varie- 
ties because I doubt if there is any basis 
for it in fact. I think it more helpful to 
divide the cases into: (1) those due to 
nervous strain; (2) those in which the 
stasis is rectal; (3) those in which there 
is stagnation in a large cecum; (4) those 
in which the cause is probably cholecystitis, 
pyloric obstruction, or chronic appendicitis ; 
(5) those in which the food is insufficient 
in amount or in residue; (6) those in which 
there is disease about the anus or in the 
pelvis; (7) those in which the disturbance 
is due largely to neglect of the calls of 
nature; and (8) those in which it is due to 
carcinoma of the bowel or to diverticulitis. 


There were thirty-six cases of diarrhea. 
As Cabot long ago pointed out, it is seldom 
that one can, even with the help of all 
modern diagnostic methods, hazard an ex- 
planation as to the cause of diarrhea. 
When ova and cysts of pathogenic organ- 
isms cannot be found, when gastric acidity 
is up to standard, when the bacterial flora 
is within limits of normal, and the colonic 
mucosa unbroken what is one to say? 


I have classified one patient as an air- 
swallower because he was so unusually 
good at it, but when I fitted this tag to him 
my responsibility did not cease; I had still 
to explain why he wanted to belch, and why 
he kept up this fatiguing practice hour 
after hour. In many cases it is a tic or 
habit spasm dependent on exaggerated 
reflexes which are mediated by a hypersen- 
sitive, tired, over-worked brain and cord, 
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but in others the cause is to be found in a 
diseased gall-bladder which upsets the 
normal rhythm of the gastric waves, or in 


a hypertension with its attendant failing 
heart. 


The last case on the list was an interest- 
ing one. It was that of a very tall thin 
young woman who had learned the trick of 
noisily swishing water and air from one 
end of her long stomach to the other. 
When it was pointed out to her that this 
was not a disease but only an accomplish- 
ment of doubtful social value she lost 
interest in it. 


MINOR DIAGNOSES AND INTERESTING SYMPTOMS. 
It will be remembered that as I abstracted 
the records of the 500 cases I made note in 
each instance not only of what I considered 
to be the principal diagnosis but also of 
other less important ones, and even of some 
of the outstanding symptoms. When these 
were listed the resulting table was so large 
that I thought it best to abridge it and 
present here only the more important and 
interesting items. 


That the clinician should have a thorough 
understanding of cholecystitis and all its 
attendant problems will be seen from the 
fact that this condition was diagnosed 
definitely in eighty cases and its presence 
was suspected in ninety-five more. The 
tremendous importance of nervousness in 
gastro-enterological practice can be seen 
from the fact that in at least 109 cases it 
had to be considered as a factor in the caus- 
ation of the patient’s illness. Hypertension 
is another important condition. It was con- 
sidered to be the most important one in 
twenty-six cases but it was pronounced 
enough to be mentioned in another sixty. 
Disorders of the heart were found in thirty- 
one. Diarrhea was mentioned in the his- 
tories of seventy-two patients. Seventeen 
persons had a somewhat lowered basal 
metabolic rate and one was definitely 
hypothyroid. 


Duodenal stasis was noted in four cases 
but in none of them was it considered 
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pathogenic. Diverticula of the duodenum 
were found occasionally but in none of the 
cases did the condition appear to be respon- 
sible for symptoms. 


I was puzzled by four women who com- 
plained of a disturbance in the sense of 
taste. In some it was salty, and in others 
it was acid or bitter. In some the disturb- 
ance was unilateral, but what it was and 
how to cure it I never could learn. I read 
widely but found nothing that gave me 
light. 

CONCLUSIONS. 

It should be obvious from this study 
that further research is needed, particu- 
larly in the group of cases in which the 
symptoms are severe enough to suggest the 
presence of organic disease of the digestive 
tract but in which the nervousness of the 
patient, the way in which the history 
varies with repeated telling, the absence of 
certain important features, the absence of 
roentgenologic signs of disease, and perhaps 
the inability of the surgeon to find anything 
wrong at operation makes a satisfying 
diagnosis impossible. In some of these 
cases the symptoms may be due to definite 
disease in the brain, in the cord, in the 
nerves supplying the viscera, or in the 
blood vessels going to them. 


There is no question that disease of the 
brain and cord can simulate acute cholecys- 
titis or appendicitis. Supposed pathologic 
changes have been found in the nerves and 
ganglions connected with the digestive 
tract but it is so difficult to stain nervous 
tissue and then to interpret what is found 
that I do not know what value to put on 
the reports so far available. 


Some of the necessary advance in 
knowledge will probably come through 
better follow-up studies of patients with 
strange symptoms; others will come when 
we have a better understanding of the 
physiology and bacteriology of the bowel, 
and others will come through more careful 


and minutes studies of the tissues obtained 
at necropsy. 


I think it should be obvious also from 
this study that no one can be a good gastro- 
enterologist until he has first become a good 
clinician with a wide knowledge of disease 
of every kind, in every part of the body. 

SUMMARY. 

This paper represents an analysis of the 
diagnoses made in 500 cases of indigestion 
or abdominal discomfort. The study was 
made with the idea of mapping out the 


areas in which clinical research is most 
needed. 


In 175, or in one out of three, cases 
there was organic disease of the digestive 
tract. In fifty-two cases the cause for the 
symptoms was found in organic disease 
outside the digestive tract. In ninety-five 
cases the patients were congenitally handi- 
capped or nervous and the symptoms 
seemed obviously to be functional in origin. 


The most puzzling group was made up 
of 115 cases in which the symptoms were 
so severe as to suggest the presence of 
organic disease. The syndrome often re- 
sembled that of cholecystitis but frequently 
it suggested the presence of ulcer or 
appendicitis. 


Cholecystitis is the most common single. 


cause for severe indigestion. Organic dis- 
ease of the stomach is rare; it was found in 
only twelve cases. 


Among the subjects considered in the 
paper are: the significance of infestation 
with intestinal parasites, chronic enlarge- 
ment of the mesenteric lymph-nodes, in- 
flammation of the anal ring, mild recurring 
septicemia, spondylitis, pelvic diseases of 
women, migraine, mucous colitis, nervous 
vomiting, intestinal allergy, constipation, 
and diarrhea. 
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Table 1. 


PRINCIPAL DIAGNOSES MADE IN 500 CASES. 
Definite Disease in the Digestive Tract. 


Cases 
Cholecystitis and cholelithiasis......................--:-+++ 77 
po Ee ee ee ee ae ee eee 42 
Appendicitis, subacute and chronic...............----. 17 
EEE Sa ee eee cee ee 6 
Carcinoma of the stomach..........................------<« 2 
Fibromyoma of the pylorus................----.--+----+--+ 1 
Hernia of the GiapRraGI...................--.-cccescccocere 1 
Carcinoma of the pancre@s..................-....--+--+--+ 2 
Careienetint GE EO CONOR .2nnc.cccccesccnciccnsncsecancncecces 1 
Carcinoma of the rectum.........................-.-ssese00 
Recurrent intestinal obstruction......................-- 
Charomiie: WICeSEEVO COIIG oncencccccencesnescnccccevacesconse 
Malfunctioning gastro-enterostomy................---- 


1 

3 

4 

1 
Pyloric obstruction, cause not determined...... 1 
Septicemia with cholecystitis....................------+--- 2 
Trauma to the abdomen (blows and strains)... 2 
Chronic mesenteric node disease 2 
2 

4 

3 

1 














Infection with giardia : an 
Infection with ameba dysenteriae.................----. 
Inflamed anal ring........... 
RROCURE * WECENII Ganson scsecnsnnonrctececcenes 

175 


Cases 

Syndrome suggesting cholecystitis.................... 60 
Syndrome suggesting peptic ulcer...................--. 13 
Syndrome suggesting appendicitis...................... 8 
CE Ge BI iactiiacnccsnr cnc conccerciewwenes 2 
Tuberculosis of the cecum.....................-.:0.----<c+e 1 
Post-cholecystectomy disease..............-------------+-- 4 
Post-appendectomy disease ............-.-------------0++++ 4 
Abdominal pain, cause unknown..........-...---------- 16 
CR GE Te sn ccncnsicccccsisciccreemsrrsess 1 
Diverticulitis of the colon.....................--.----s:c+e 5 
Sequelae of old peritonitis................----..--------00++ 1 
115 








Cases 

TE gases niaaatinincs caer oictestapsinnnensitrmepcanennors 1 
RI WII annie cteiesreienesneneonomens 1 
Prostatitis with urinary retention....................-. 1 
PI a iincccieaditunnttecenctbettaisskeeaeceseniehibnueniaisaeeane 2 
Arthritis of the spine saocaedinaeenmebicuilbtiiat 4 
Osteomyelitis of the jaw = 1 
RIE I gvscteaitirstineerctcbivninrnctnen deter 1 
COOUs O0 TING TI isecinsecisconrengtemitccemnins 1 
Gonorrhea (one man and one woman)............ 2 
14 
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General Disease. 
Cases 
NR a 26 
Failing heart -...........0......... 1 
Pulmonary tuberculosis .....0.00.0..0..------ccs00------... 4 
TT TE TOR i. eas 3 
RI Gatti cioattclneniiAchbicitientaceti ti aes 1 
IY iach sites annieaineciiehiake ite ciate a 1 
ee. ae 1 
Familial jaundice 2.2......2..2....-.ceceosoces-+-........ 1 
38 
Functional and Indefinite. 
Cases 
| Ee ae eS 30 
TERT EAN ES 7 
I I issn scecensnrramninsiiastheasinanies ccas 2 
Temperamental indigestion.......................... 1 
oo a. ee 2 
LS Eee el Sea 1 
a, Eee a ee 9 
Constitutional inferiority............................ 6 
MEINE -diisesirdhalbiiaisohenenbnisvidbaniisiicapaetueriinnous ists 2 
TSE en a RD ok Sale 2 
AIA eee eee ue p 12 
ai ae 7 
CLE Red 1 
SE tinticiletichinitbininditns 13 
ATCT CEI ts AR Nea 19 
Alternating constipation and diarrhea... 1 
UII ics scshentaied-sececiitielasiotaatitacantoe ten dead dicots bolas 5 
ER ERT Seat Naar are as Ba ean WAN 36 
SUIT <cssiusilsapitttnniihetnehsishiniatsinets tuidiaeticele. 1 
i ee 1 
158 
Table 2. 
PRINCIPAL AND MINOR DIAGNOSES TAKEN 
TOGETHER.* 
Cases 
IN elit celanissuctitidinsisiinteien sit Te sie 69 
SIN anid since Siesdbadsobaseietactacl, BLS" 11 
SONI Sitcietciciis BASE ous ae A 43 
SN II Sates cciettcaliasclaliassenindbcinnnsesceh aaa ticki 5 
I Nichitetecinnenitnninistiteeacpitiniallin NSS Se 33 
Cholecystitis suspected .2.2....20....0..ce-eeeceeececeeeceeeee 90 
Cholelithiasis suspected .... 5 
Duodenal ulcer suspected........2......-..---eseccceeeeeeeee 22 
REISER Ra at TES SN th MP 9 
Gastric weer ieneeted neces ce ceccsssarece 2 
Appendicitis suspected .. = 24 
Post-appendectomy pain ‘ : 6 
RESTS aise SbF aie ie dale 4 
Diverticulum of the duodenum.......................... 3 
MITEL -setulsiciheinsdiepsincesetatiiastindiaiaiaeratinaaeinniaiiaiaidnaciiatias 26 
BO ae 5 





; REESE eee 12 
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I, I I ios atsicosietindactaieaibnvcibiniotinntiebsoiie 7 
ND SUNIL TIL. 1s oc asnannendeansomieneelbinnate 10 
Calcified nodes in the abdomen...........-..........-..- 9 
Pelvic disease in women...............--...-----------ss++-++ 43 
I TI accent sccecseeesesenconncconnsmnnvoes 6 
Fibsomsyoma of the uterus................................... 30 
IN, sicnicchcnancecviciinessvnnienciinabianainnsanions 20 
CRIED, css iccieusacetaenbouiprnenteseceinonbieueladiank 5 
II wath ics: Osipsnancesntacceaccieniioamamnaenannnniaensas 3 
Pulmonary tuberculosis (active or healed)...... 10 
pS enon 5 
BN coin sce ccoannsseagsanstesasoaboitinncennnnncnedehibl 88 
SE RTO Se eS 27 
Pawexyemal tachycardias. ............-2...<..<.....ssccececes 4 
Hypothyroidism, usually moderate.................... 18 
II Scionniscsicsnesdiniesivimncdatiea siiiatiinidideihetaecinipetanicaitle 25 
WeirRime GEBTIORADIS .........-----<2-<-0200sesecseessss-ns0s 5. 
Nestea dalieenaaaaaeNtN 11 
IE OUI cinneinisssanvitcsinaninnnaiiohaunedioinniieniiin 3 
I I eli sine cediinwsnnhnencustinicieneanniginaieton 23 
PE: IIR 5 cissicsvnsenicagessegeiricricfucnesessene 9 
NN cca sasneinitiadsbice tint Gieesatnieseaoenntcnaiilinatnemnicarnina tinal 2 
IIS: iinicthdasetesericedentetimiecsberieeeenosaconmatini 43 
NN i snctncinasaicteihtictenscildeiieassnatidiaaasianiigin 72 
Pintwulenes ........-..:-.--- sina’ caisphndiad ilgmonanie ae entail 16 
I TD Bh TI ca ccinisiccrcctcccernsesevcesctons 4 
MI ND 1 cosciniicsiatcrncoithicbiialiesaloauiat paint 8 
Mucous colititis questionable............................------ 4 
RE ee een 109 
Nervous vomiting .......... RR aE 4 
Ee er eee eee eee re 11 
fF ERE ERE Eo ree SE Rn TE 5 
Constitutional inferiority .....................--....---0.0 13 


*A patient whose case was classified in table 1 
as one of cholelithiasis may have had in addition 
duodenal ulcer, hypertension, and pelvic disease. 
In table 1 the case was listed under one heading; 
here it is listed under four. 


DISCUSSION. 


Dr. Sidney K. Simon (New Orleans) Dr. Al- 
varez, in his usual and characteristic way, has 
covered the vast field of his paper with a thor- 
ough sweep, making discussion and analysis some- 
what difficult. He has certainly afforded us much 
food for thought, and as for myself, I am pre- 
pared to endorse almost in toto the many sober 
reflections he has accorded the subject matter. 


Incidentally, I have often asked myself why a 
perfectly sane doctor wants to be a gastro-enterol- 
ogist, anyhow. If any answer were needed for 
that query, I think Dr. Alvarez’ paper this after- 
noon has furnished it. 


In the course of our work, we are called upon 
to review so many clinical conditions of varied 
type, not necessarily definite disease entities, but, 
let us say, disordered digestive states, that the 
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diagnosis frequently remains in doubt, even after 
thorough examination. 


Out of the chaos of the many sided complaints 
to which the digestive patient seems to fall heir, 
I feel that we ought to have at least some scheme 
or system for critical analysis. The plan that I 
have found most useful in that direction, is first 
to marshal all the facts as accurately as possible, 
including history taking, physical examination, 
laboratory tests and radiological examinations. 
This Dr. Alvarez has done in his cases. After 
this, the question arises; Is the case one of or- 
ganic pathology or is it a functional disturbance 
arising perhaps, and as frequently happens, out- 
side of the digestive tract? It should be remem- 
bered, of course, in this connection, as Dr. Al- 
varez also stressed, that a combination of both 
conditions not infrequently co-exist. 


Once we have concluded that the patients’ com- 
plaints are based upon some definite pathological 
condition, whether residing within the digestive 
tube or outside of it, the next problem to decide 
is the best means of approach for therapy. This 
brings up at once a subject which is uppermost 
in the patients’ minds when they apply to us for 
treatment and that is whether they are subjects 
for operation or not. I have always taken this 
question to be one‘ of grave responsibility. 


I confess, my judgment at times has proved 
wrong, but at any rate, I believe I have erred 
honestly and always with the patients’ interest 
in view. While we medical men, is it true, some- 
times defer operative relief over an unnecessarily 
long period, the surgeon also exhibits mistakes in 
judgment in treating surgically cases that are es- 
sentially and primarily medical. So there are 
honest errors made from two angles. 


Just one further word as to the neurological 
aspect. A gastro-enterologist, in order to be 
successful, must prove himself to be a doggoned 
good neurologist. He must at least know how to 
handle the functional neuroses because, as Dr. 
Alvarez correctly stated, a very large percent- 
age of the cases that seek relief for alimentary 
troubles have a profound neurological basis. These 
are thé individuals in particular, that, other things 
equal, should be steered along medical paths 
rather than surgical. 


Dr. T. P. Lloyd (Shreveport) It would really 
be presumptuous on my part to try to discuss such 
a paper as Dr. Alvarez has just presented and 
also, in view of the brilliant speaker who just 
preceded me, offer you any information whatever. 
Dr. Alvarez has covered the subject from head 
to foot. He has covered all the extraneous dis- 
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eases that cause indigestion, and my immediate 
predecessor has told you all about the neuroses, 
and what to operate on and what not to oper- 
ate on. 


However, that particular condition is one of 
the most important and one of the most baffling 
that we and the surgeons combined have to con- 
tend with. The patient will come in and we will 


make a diagnosis of a possible functional disease 
which may have some organic taint. Whether or 
not that patient can be relieved by removal of 
the gall-bladder, removal of the appendix, and 
whether there any hope whatever of relief of 
the symptoms with surgery is a difficult question 
to decide. My confrere, Dr. Hendrick, has posi- 
tively refused to operate on any so-called neurotic, 
without positive proof of organic disease. His 
results haven’t been satisfactory like other sur- 
geons. I have told him it was possibly some or- 
ganic lesion associated with a marked neurosis. 
He said, “You will have to take all the blame 
if she doesn’t get well,” and that is right. We are 
getting farther and farther away from surgery 
in neurosis. 


There is one other condition, and that is the 
endocrine system. The part it plays on the diges- 
tive apparatus hasn’t by any means been brought 
to the forefront. There is one thing in particu- 
lar that he barely touched, and that is the hypog- 
onad in the young woman. Not long ago we saw 
a young woman, a hypogonad, who had been 
vomiting for four years. She had the characteris- 
tics of hypogonadism, as to measurements, gen- 
eral contour, neurosis, amenorrhea, etc. All she 
needed was plenty of whole ovarian extract, not 
in small doses but in enormous doses. When you 
make a diagnosis of hypogonadism in a young 
female, keep away from surgery; it doesnt’ do 
any good. You have to give them treatment. 


We are failing to diagnose a great many of 
our endocrine cases because the presenting symp- 
toms are those of gastric disturbance. 


Dr. Chaillé Jamison (New Orleans) I listened 
to the paper with the greatest pleasure, as I am 
sure all of you did. 


I cannot refrain from asking Dr. Alvarez, when 
the opportunity presents itself thus, for a word 
about a question that I am sure has come up be- 
fore most of you, particularly in the migraine 
group and the neuresthenic group, and that is the 
question of duodenal dilatation and duodenal stasis. 
It is one that has troubled us a good deal. We 
have been interested in it a great deal, and we 
would like to have the word of a master on that 
subject. Thank you. 


Dr. C. H. Mosely (Monroe) I want to apolo- 
gize for appearing to discuss a paper of so emi- 
nent an author as Dr. Alvarez. I want to express 
my appreciation to the great organization which 
he represents and to say that the greatness of the 
Drs. Mayo and their organization is represented 
by the painstaking way they help to lead us peo- 
ple who need their guidance. We look to them 
to blaze the way. 


They say no man has a pet theory. If he has 
a theory he works it over time. There is one 
man who has an adage, “Will Rogers of Medicine,’’ 
who says there are two kinds of appendicitis: 
acute appendicitis and appendicitis for revenue 
only. I think that is wrong. 


Gentlemen, I am seeing a few cases of open 
abdomens. This fact first struck me a little pecu- 
liarly. I would see an appendix with a fecalith in it 
that nobody had said anything about. Nobody had 
said he had a pain of appendicitis. They can’t 
tell they have an appendicitis because lots of the 
pain starts away from the appendix and never 
gets there. Major Ash at the Army Medical 
School had an acute ruptured appendix, and the 
only pain he had was in the epigastric region. 


They talk about silent gall-stones. Dr. Alvarez 
said that the Lord didn’t read Mayo’s textbook. 
I see more stones in appendices than I do in gall- 
bladders. I am wondering if we are not coming 
to the time when we look on a man who takes 
out an acute ruptured appendix with the same 
degree of question in our hearts as when we look 
on the man who makes a diagnosis of tuberculosis 
only when the patient has a hemorrhage. I say 
that with a great deal of respect, and it is an 
honest effort that I have made to arrive at the 
conclusion. 


Certainly, nobody would subject any person to 
an operation if it were not needed. Everybody 
knows that if we have a gall-bladder ruptured, we 
had better look out for the appendix as it is likely 
to be ruptured also. 


I was just a little bit concerned when the doc- 
tors began to say leave the neurology alone. Now, 
gentlemen, we see neuroses that is caused by an 
infection, and we must accept our responsibility 
and not fall out with the people who are Chris- 
tian Scientists. I am one of the best Christian 
Scientists in our community. I am the leader of 
Christian Science in our community. Moses held 
up the snake in the wilderness, and he hasn’t 
anything on me. 


Osler said a long time ago that there was a lot 
to the tincture of hope and nux vomica. They have 
told me so. One fellow said, “You had better be 
ignorant than to know so much that ain’t so.” 
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They tell me if you pour tincture of nux vomica 
on that plant, it will kill it. We know most of 
the chronic infections that we are heir to are 
caused by plant life. 


Dr. J. A. Danna (New Orleans) I left a very 
interesting program in the Surgical Section to 
come over here and hear Dr. Alvarez. I came over 
here with a double purpose. First, I felt that any 
paper which he would read would be interesting. 
Secondly, I thought he was going to enlighten me 
on a subject that has worried me a great deal for 
a good many years. I am sorry to say I have 
been disappointed. I came here to hear indiges- 
tion discussed generally. As I see it, he has dis- 
cussed it from the standpoint of the stomach 
alone. At least, that is the way it struck me. 


At any rate, after reading Dr. Alvarez’ book 
on “The Mechanics of the Intestinal Tract,’ and 
the many ways normal peristaltic movements may 
be influenced, and then sit here throughout his 
paper and not hear him say a word on that sub- 
ject, I am terribly disappointed. 


As a surgeon, I get a great many cases that 
come to me that have been operated on before by 
somebody else, with abdominal symptoms that are 
not relieved. Occasionally, too, often for my good 
and for my patient’s good, some of my own pa- 
tients are not relieved by the operations that I 
do on them. I have learned to feel that a great 
many of these cases have something in the nature 
of a spacticity, or have an obstruction in the per- 
istaltic wave somewhere along the intestinal tract. 
Some of these cases get well on some form of 
antispasmodic treatment. Some of these are hy- 
pocalcemic cases. Some of them, with the admin- 
istration of calcium and magnesium, improve. 
Viosterol helps some of them. But I am not in 
a position to feel that I really know how to treat 
these cases either surgically or medically. It is 
for that reason that I am arising to ask Dr. Al- 
varez to help me along a little on that subject. 


Dr. W. C. Alvarez (closing) Someone asked 
about duodenal stasis. The essential thing is to 
be sure that it is present and constant on re- 
peated roentgenologic study. Do not operate for 
it unless it is constant. 


Now in regard to appendectomy: in what I said 
I meant no disrespect to the medical profession; 
I think we are as honest a group of men as one 
can find anywhere. We mean to do well and when 
we order an operation we hope it will do good. 
All I ask is this: Before you take out an appen- 
dix, ask yourself if you would take it out if it 
were your wife, your daughter, your son, or 
your mother. If, under these circumstances, you 
would operate, I am satisfied: I know you are 
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doing the best you know how. Also, you might 
ask yourself: Have I studied this patient so care- 
fully that I am justified in making a decision. 
Have I roentgen-rayed her to see if she has gall- 
stones or peptic ulcer or am I going ahead ignor- 
antly and trustfully to remove the appendix 
through so small an incision that I cannot make 
any exploration of the abdomen? 


I liked Dr. Simon’s talk. You all know that 
every day there are many pure “neuros” who are 
being operated on, and there are also a lot of 
women with gall-stones that are being called 
“neuros.” The mistakes are made on both sides. 
There is one way in which to avoid mistakes and 
that is to take long, careful histories. I often 
spend two hours or more talking to the patient, 
when the problem is a difficult one; that is, I 
spend three-quarters of an hour on four or five 
successive days. Then, if I am still puzzled I 
get someone else to take the history over again to 
see how it impresses him. Sometimes then the 
whole problem becomes clear. 


The other day a woman told me a story which 
was typical of migraine and I thought the diag- 
nosis was made. Then at the last minute as she 
was going out the door, she spoiled everything by 
saying that, come to think of it, she did have 
attacks of indigestion without the headaches. It 
meant that I had to sit down again for half an 
hour to see if I could get the story straight. 


Some of these “‘neuros” are so hard to cure that 
they remind me of the statement of the Irishman 
who was taking a civil service examination for 
a job in the health department. One of the ques- 
tions was: “What is rabies, and what do you do 
for it?”’ His answer was: “Rabies is Jewish priests, 
and there ain’t nothing you can do about them!” 
Many of these nervous sickly persons were born 
frail and unable to “stand the gaff” and we phy- 
sicians cannot make them over. 


Furthermore, no matter how skillful we may 
become we cannot hope always to make a defi- 
nite diagnosis. Many patients complain that they 
have seen several physicians; one said the dis- 
ease was in the appendix, another that it was in 
the gall-bladder, another that it was in the stom- 
ach, and another that it was in the head. The 
poor bewildered man goes to you and says: “Doc- 
tor, if you will tell me just exactly what I have, 
I will consent to be operated on but not other- 
wise.”” I often ask them if they would be better 
off if I were to tell them exactly what they have. 
What could they do later if the operation were 
to show that instead of the promised ulcer they 
had gall-stones? The point I try to drive home is 
that it is not necessary that the clinician deter- 
mine exactly what the trouble is; that is often 
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hard to do even when the abdomen is open. The 
essential thing is that the physicial decide that 
in a particular case the problem is a surgical one, 
that there is gross organic disease somewhere in 
the abdomen, disease which will probably never 
yield to medical treatment. In another case he 
must be able to say that operations no matter 
how “successful” cannot be expected to remake 
or cure the patient. Even if gall-stones are found 
and removed the patient will almost certainly go 
on complaining as badly as before. 





RELATION OF THE GENERAL PRAC- 
TITIONER TO THE PUBLIC 
HEALTH PROGRAM* 


FELIX J. UNDERWOOD, M. D., 
JACKSON, MIss. 


It is to the credit of our profession in 
Mississippi that its members have inter- 
ested themselves actively in good govern- 
ment, and especially in those functions 
that have to do with the physical well- 
being of man and that involve applica- 
tions of medical art and science both in 
the prevention and the cure of the diseases 
which afflict mankind. 


There is not a single point at which 
public health and private medicine can- 
not march forward in peace and good will. 
Our profession is traditionally committed 
to the prevention, as well as the cure, of 
disease. Out of its early labors arose the 
first slender shoot of this magnificent tree 
of health that is beginning to bear good 
fruit today. From its membership have 
come our foremost public health leaders. 
Be it said to the everlasting credit and to 
the honor of Mississippi medicine that 
it is watering, fertilizing, and protect- 
ing this tree of life in the midst of the 
garden of our united effort against the 
insects and poison bugs of ignorance, 
superstition, and rampant quackery which 
establishes so called health institutes, 
health homes, advertises so much about 
your health and often puts it over on a 





*Read before the Section on Hygiene and Public 
Health at the Sixty-third Annual Session of the 
Mississippi State Medical Association, Vicksburg, 
May 14, 1930. 
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gullible uninformed public and yet knows 
nothing of curative medicine notwith- 
standing the fact that they pose as doctors 
and talk glibly and advertise freely to 
cure all diseases which afflict the race. 
They bitterly oppose the principles and 
practice of preventive medicine, denounc- 
ing immunization and vaccination, and 
notwithstanding the fact that they profess 
not to believe in the germ theory of di- 
sease at all yet so ignorantly inconsistent 
are they that they now tell people that 
immunization and vaccination cause many 
diseases, such as syphilis, typhoid fever, 
and meningitis. 


In the history of our republic we had 
in the past a political party known as the 
Know Nothing Party, with a considerable 
following. Today we find to our humilia- 
tion, shame, and extreme disappointment 
and embarrassment, living as we do in the 
golden age of education, in a state where 
extreme ignorance and poverty is sup- 
posed not to obtain, we find a Know Noth- 
ing Cult or Trade, not a profession, Oh, 
No, taken seriously by many people. 


Do we need a consistent, persistent pro- 
gram of health education and demonstra- 
tion backed up by the physicians one hun- 
dred per cent. for the enlightenment and 
for the protection of our citizenship in 
every county in every community, in 
every home, and with every individual in 
our state? Do we? Health education like 
Christian education is a real job in this 
day and time when evil forces are pre- 
senting a united front. We must stand 
united in our efforts or we fail miserably. 


The most obscure physician gives some 
portion of his energies to the conservation 
of health and usually lends his voice in 
support of public health measures. Sur- 
prisingly inconsistent as it may seem, 
on the same page of one of the leading 
medical journals which carried a de- 
nouncement of the Sheppard-Towner Act 
was another editorial deploring our high 
maternal death rate, one of the evils at 
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which the Act was aimed. The workers 
under the Sheppard-Towner Act have in 


reality been just so many press agents for 
competent physicians and organized Amer- 
ican Medicine which must and will gradu- 
ally correct this regrettable condition of 
neglect of so many mothers and prospec- 
tive mothers as health educational and 
demonstrational programs show them the 
right way. 


We have found in our experience that 
where there is a misunderstanding be- 
tween health workers and private practi- 
tioners that usually it is lack of correct in- 
formation on the one side or the other. 
We now desire to discuss both sides 
honestly, plainly, and as briefly as possi- 
ble. 


Lack of information is a _ universal 
fomenter of strife. For the physician 
disciplined in diagnosis and therapeutics, 
the private relationship between patients 
and practitioner circumscribes his horizon. 
That medicine also fills a public relation- 
ship, in which the good of the individual 
may frequently be submerged by the 
greater welfare of the group, is outside the 
compass of his vision. He is unwilling to 
admit that a mass of information and a 
technic have grown up within the realm 
of preventive medicine and sanitation that 
are generally ignored in our medical 
schools, yet are just as valid as the sub- 
jects regularly taught. The smattering 
of so-called “hygiene and public health” 
that was forced on him in_ student 
days appears to him to comprise all that 
is or needs to be known. Every health 
officers is acquainted with private prac- 
titioners who freely admit their ability 
to fill any public health position with 
distinction and with no previous training. 
A mind that is permanently closed to new 
knowledge in other spheres than its own 
will discount all such new ideas as 
negligible or subversive of the regular 
order. Even the physician with a reason- 
ably flexible mental apparatus is often 
amazingly uninformed of the first prin- 
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ciples in preventive medicine and sanita- 
tion, a field so closely allied to his own 
that curiosity alone would seem to compel 
superficial acquaintance. Out of this lack 
of information grows resentment toward 
even the simpler routine procedures of 
common sanitary practice. An attitude 
is created which evinces itself in unthink- 
ing resistance to all that bears the label of, 
public health. Fortunately, this intellec- 
tual inertia is not often found in Missis- 
sippi among physicians. 


However, not all of the blame is on one 
side. The public health worker must 
share some of it, for he fails many times 
to make any effort to enlighten the phy- 
sicians within his field as to his plans and 
methods. A full explanation, at the out- 
set, would usually convert medical op- 
position into acquiescence, at least, if not 
heatry support. His first duty is to 
educate the doctor, for we are all laymen 
outside our own specialities. In this, as 
in every succeeding step of his program, 
the utmost tact is essential. Painful 
memories rise to haunt the health ex- 
ecutive who has had under his direction 
any number of workers. He has seen, 
more than once, an initially friendly group 
of medical men turned into enemies of the 
entire health program through rudeness, 
arrogance, superciliousness or bad temper 
or lack of public health training on the part 
of a new worker. The medical profession 
has suffered much at the hands of such as 
these. Unsound judgment in selecting a 
project, or offensive methods of promoting 
it, will also alienate friends. 


Of one cause of medical opposition, sel- 
fish, mercenary motive, the less said the 
better. But all experienced health officers 
have felt its force. The physician of this 
caliber is frequently so aggressive and 
“successful” that he holds an influential 
position in his community. By under- 
ground methods he can defeat an honest, 
well considered project without revealing 
his hand. That he fears the spectre of 
diminished business is simply evidence 
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that his selfishness is matched by his 
ignorance, for the health officer is a 
press agent of scientific medicine. Or this 
kind of physician may covet a place on 
the public payroll for the money or the 
publicity to be had out of it. In any case 


his personal gain is made to transcend the 
public welfare. 


Lastly, we who hold positions with the 
government are always under some suspi- 
cion—a suspicion that seems to be grow- 
ing stronger of late and that is taking the 
form of a great fear, fear of ultimate 
domination over all life by an autocracy 
of bureaucrats. Perhaps some of this 
suspicion is deserved. Dictatorial, grasp- 
ing, unpractical, politically partisan persons 
are sometimes found in health departments, 
as in other branches of the government. To 
inject a degree of humanness into an 
office crowded with necessary routine, to 
retain a sensitive awareness of the multi- 
farious viewpoints in a large constituency, 
is no sinecure. Yet the more successfully 
it is done, the more fully will needless 
suspicion of governmental agencies be 
overcome. It is a paramount duty of all 
public health executives. 


Granting, then, that there is sometimes 
divergence of interests between public and 
private medicine, where there should be 
convergence; that there is antagonism 
where there should be accord, it will be 
profitable to consider its effects. They will 
manifest themselves in two directions: re- 
tardation of sanitary progress in many 
quarters, and a growing distrust of the 
medical profession on the part of the pub- 
lic. Enough examples have been given 
earlier to clarify the first point, that 
lack of medical support, or active oppo- 
sition, will delay legitimate public health 
developments. But the effect of this atti- 
tude on the lay mind may not be so 
evident to the private practitioner. To 
the medical health officer, standing mid- 
way between him and the public, a 
view in both directions is possible. He 
catches a sense of frustration and of grow- 


531 


ing exasperation among the laity, that is 
not revealed to the family doctor so free- 
ly. He finds the public demanding more 
service, while his medical colleagues criti- 
cize what is already given. He realizes 
that the public is often more fully “sold” 
on the health program than is the profes- 
sion. His dilemma is sometimes acute. As 
a public servant, his duty is to do the 
public’s will. Yet, if he accedes, it will 
bring to light the reactionary tendency of 
the medical group. He feels himself a 
Judas among his brethren. If such a crisis 
arises, as it has repeatedly, the layman 
develops a distrust of the physicians; he 
is openly critical of their motives and his 
resentment is likely to be extreme. Are 
not the proposals for health insurance 
partly the result of just such a process? 
Are they not the grasping of the public 
after some method whereby the benefits of 
curative and preventive medicine may be 
made available to all, and at once, with- 
out waiting for the medical profession to 
arrive at a broader social outlook? This 
is not the sort of thing that the great body 
of health workers desires, but it is a very 
natural reaction of enlightened public 
opinion. “Phantom” this public opinion 
may sometimes be, but it is a ghost that 
takes on substance as it gains momentum. 

If the discussion so far is a correct in- 
terpretation of trends, some solution is 
sorely needed. Not that we may hope to 
change human nature, if the fault lies 
there, but that we may try to bring about 
more intelligent understanding on both 
sides, and a resultant solidarity now lack- 
ing. 


Beginning with his earliest medical 
training, the student should be made to 
see how his subjects are related to public 
health. In bacteriology he can learn the 
uses and duties of state and city labora- 
tories, the methods pursued by them and 
interpretation of their reports. Lectures 
on practice of medicine ought to lay more 
stress on sources and modes of infection, 
on ordinary control measures and on the 
duty of the private physician to protect 
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the community as well as his patient. 
Courses in pediatrics open the way to the 
whole field of child hygiene, while obstetrics 
holds the same relationship to prenatal and 
maternal hygiene. Medical jurisprudence 
embraces legal aspects of the practitioner’s 
public health functions. And, lastly the 
course in preventive medicine, hygiene and 
sanitation should be the point at which 
these strands are woven together; where 
the embryonic doctor sees the whole public 
health field, and comprehends the fact that 
he has a prominent and inescapable posi- 
tion in it. Do we have such correlation in 
our medical courses today? Hardly. The 
men who are teaching major subjects in the 
schools are themselves lacking in this vision. 
Can more be expected of the people, when 
their leaders fail? 


Yet a beginning is being made. Notable 
efforts are now in the making in the school 
of medicine at Vanderbilt under the able 
leadership of Dr. W. S. Leathers. The 
medical department of Tulane gives much 
promise. We could not expect less under a 
Mississippi medical leader—Dr. C. C. Bass. 


The medical department of Pittsburgh 
University deserves much credit. The medi- 
cal department of the University of Ten- 
nessee is now doing good work and planning 
greater things for the future. One or two 
other schools have only very recently added 
to and changed the curriculum to meet the 
needs of the present and the future in medi- 
cine in this country. In these few schools 
a curriculum is consciously planned to cor- 
relate public health with every related 
department of medical study. More power 
to them! They can make a greater contri- 
bution to understanding than can any other 
agency. 


It was suggested earlier that health 
workers have neglected the doctor, in their 
zeal to convert laymen. They have prob- 
ably accepted the general assumption that 
the doctor is fully informed on the basic 
principles and modern practices of sanitary 
science. But this is not a fact. What has 
been omitted in the medical schools must be 
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made up. So elementary a matter as prompt 
reporting of suspected communicable dis- 
eases, or of births, will call for careful 
explanation and tactful persuasion. From 
that point on, the health officer must learn 
to spread before the physicians his plans of 
campaign and his reasons for each step— 
above all, the reasons—if he expects to 
carry his colleagues with him. In his hands 
rests this initiative, and its importance to 
the success of his program cannot be made 
too emphatic. 


It has already been said that the medical 
practitioner has a real place in the public 
health field. As a matter of fact, preventive 
medicine is going to consume an ever 
greater proportion of his time. This does 
not mean those ordinary things that are 
expected of every conscientious doctor, such 
as early reporting of morbidity and of 
births, administration of prophylactic bio- 
logic preparations, efforts to protect the 
community against the infection of his pati- 
ent, and occasional help in various clinics 
for the indigent. These he does now to a 
greater or less degree. But preventive med- 
icine has taken on a broader meaning in 
recent years. There has come a realization 
that humanity can be made healthier, and 
happier, by the early detection and correc- 
tion of minor deviations from normal, than 
by curative measures applied after these 
conditions have produced gross pathology. 
“Positive health” is as good a name as any 
for this new objective. And the family doc- 
tor is its prophet. Better than any one else, 
he can, if he will, make the next generation 
more fit than its predecessor. This calls for 
a personal relationship that no govern- 
mental agency can so satisfactorily provide. 
Opportunity is in the making for the pri- 
vate practitioner to take his own peculiar 
place in the public health movement. Tech- 
nical preparation there must be, exactly as 
one would fit himself for any other special 
procedure. A new approach, a new view- 
point, must be acquired. He is dealing with 
a well man, who wants to keep well. If 
the health officer prepares the way by edu- 
cation, does the physician have vision 
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enough to make ready for the future that 
lies in that direction? The American Medi- 
cal Association has repeatedly endorsed this 
program. Likewise, state and county 
societies here and there have caught the 
meaning of it. Buf, until the man in 
general practice makes it a real part of 
his everyday business, it will remain 
only a pleasant topic of conversation. 
This is the challenge of the sanitarian 
to the private practitioner. He can no 
longer complain that public medicine is con- 
sciously encroaching on every part of his 
private domain. The field is virgin and it 
is all his, to do with as he may choose. 


Wrapped up with these matters that have 
been touched on are problems of the medi- 
cal profession far more profound and signi- 
ficant. What does it mean that there is an 
active demand in some quarters for a kind 
of state medicine? Why do we see such con- 
temptuous disregard for the fine fruit of 
scientific medicine, while any new and blat- 
ant cult receives enthusiastic welcome? 
Opposed as these two trends may seem on 
the surface, they arise from a common 
source: lack of socially minded leadership 
within the profession. Broadminded, 
strong, resourceful leaders can point the 
way and can knit our individualistic mem- 
bership into a well coordinated group for 
the solution of these difficulties. Without 
that, we shall have forced on us a ready 
made scheme of social medicine. Lay hands 
will seize the reins and drive us to a chi- 
merical utopia where science will be made 
to consort with quacks and charlatans. This 
is no idle fear, no mere rhetorical flourish, 
but a solemn fact that is even now accom- 
plished in other lands. Although we de- 
clared our independence of the mother coun- 
try a century and a half ago, we are still 
of much the same intellectual and emotional 
make-up, and our history has repeatedly 
paralleled her own. There is yet ample 
time to save ourselves; to take command 
of our ship and steer it where we will. But 
petty strife and myopic vision will head us 
toward the rocks, 
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In other words, the public wants and de- 
mands a complete program of health and 
healing, of which every individual may have 
the benefit without undue sacrifice, and it 


is going to have its way somehow. We have 
the requisite knowledge and skill. Are we 
intelligent enough to cooperate in meeting 
this need with a plan of our own devising? 


This may seem far removed from “The 
Relationship of the Private Practitioner to 
the Public Health Program,” but it is not. 
That relationship is merely an expression of 
his outlook on life. The keener his sensi- 
tiveness to human need in the aggregate, 
the brighter will be the hope of fulfilling 
our ultimate destiny as a profession. 


DISCUSSION. 


Dr. L. B. Austin (Rosedale): One thing about 
which I have thought a great deal is this—the 
health department has a great advantage over the 
private practitioner. The health department can 
send out notices warning people of various diseases 
and advising them to seek advice. Our ethics do 
not permit us to send out circulars to our patients 
and ask them to come in and be examined so that 
we may find out whether they have developed 
cancer or nephritis or something that will kill 
them; but that will be worked out eventually. 
When I went to Bolivar County in 1911, we did 
not have any hospitals, and had a part time health 
officer. I talked to one of the farmers there and 
asked him why people did not move into a ter- 
ritory where they could make a living, and he said 
they were afraid to move over here into the hills. 
It took quite a time to get any money to do health 
work over there, but at last it was done. I realize 
that we need something else besides full time health 
officers. The towns were not in a sanitary condi- 
tion, and that took a lot of work. We went to the 
town councils and got the money, and if a man 
were sent around there today it would be surpris- 
ing to find the improvement. 


Dr. W. W. Crawford (Hattiesburg): Listening 
to Dr. Underwood’s paper you must have been 
made conscious of the fact that he has given us 
a masterly and conclusive analysis of the subject 
matter that he undertook to discuss. Think over 
what he said—commence at the very beginning of 
his evaluation of this subject and consider it until 
the last word in the paper, and you must realize 
that everything he said is very pertinent to the 
public health situation in Mississippi, and for that 
matter, to any state in the union. For one to 
study medicine presumes that the individual has 
within his mental grasp an ideal that he wants to 
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translate into something worth while. It presumes 
he is not a man who has selected for himself the 
one central thought of the almighty dollar. He 
must be aware of the fact that doctors as a group 
are men of limited financial resources. Therefore 
he did not go into medicine on that account, and, 
therefore, as a prospective matriculant at medical 
college, he must have in his mind some conception 
of what medicine really means. Dr. Underwood 
has called attention to the importance of some 
medical college concentrating on some program 
which will send medical students out in a receptive 
mood as to the proper relation of himself to the 
community, not only professionally but to the lay- 
men as well; that he shall know that there is such 
a thing as public health questions, and if he carries 
on as he should he must properly relate himself to 
those questions. That is the second thing in con- 
nection with this scheme of development as outlined 
by Dr. Underwood. If a man expects to achieve 
in this life, and expects to get anywhere and 
amount to anything in this particular sphere, he 
must be opened minded and unprejudiced. He 
must be willing to let the light break in on him. 
That applies to health officers as well as to the 
physician who has no sort of public health con- 
nection, but who is carrying on in his individual 
community in a specialty or in general work. If 
a man expects to be worth anything he must have 
this broad conception of life; if he has it, be he 
health officer or private practitioner, there is no 
problem. It is simple for him to relate himself in 
the proper way to the community in which he is 
working. There is no such thing as a difference 
in the way work is carried on by a public health 
service or by a private practitioner. The goal is 
the same; we are here to cure people. One mem- 
ber may be making his living on a very modest 
salary from the public coffers, the others from 
private patients. I am sure all of you, as you 
watch developments of public health work in the 
public schools, must realize that children today are 
much more intelligent about these questions than 
their parents were. I am sure that none of us want 
to have ignorant patients. Those who are ignorant, 
without any idea of sanitation or the principles of 
hygiene, are not satisfactory patients. The public 
health instructiors are educating through the 
schools the future men and women of this country. 
They know the importance of keeping well, of living 
hygienically, and of having themselves surveyed at 
proper intervals—thereby bringing to the private 
practitioner more remuneration. We have long 
since passed the time when the patient comes to the 
office and asks to be examined and you feel his 
pulse and look at his tongue and get your prescrip- 
tion pad out and make a suggestion for treatment, 
and think you are going to satisfy that individual. 
A man brought his wife to my office and said she 
was having trouble. I asked her two or three 
questions and reached into my desk for a history 
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sheet. He thought I was reaching for a prescrip- 
tion blank. He asked me if I thought I knew what 
was the matter with his wife. I said “If you will 
give me time, we will find out.” That is the secret. 
There will be more and more people coming to our 
offices through this channel of health education, 
and we, as private individuals, as doctors, as men 
who are making our living in public health activi- 
ties, should congratulate ourselves that we have a 
keen, wideawake public health service in Missis- 
sippi, that is educating the public and through 
that channel bringing us more patients, whereby 
both patient and physician will benefit. 





HOOKWORM INFESTATION IN 
MISSISSIPPI. 


Cc. A. PALMERLEE, 
JACKSON, MIss. 


In this series of cases no attempt has been 
made to differentiate between hookworm 
infestation and so called “hookworm dis- 
ease.” With as many and as variable 
symptoms that can, in all probability, be 
attributed to an infestation, it seems to us 
vital that every case study should by all 
means include an examination of the stool 
for intestinal parasites. A considerable 
number of patients, who have been passing 
from physician to physician, with varied 
diagnoses, have shown marked improve- 
ment of symptoms, when placed upon 
specific treatment for parasites. 


Between three and four years ago the 
routine examination of the feces of almost 
all major cases was started in our hospital. 
The technic of examination was the brine 
flotation method, using a single thickness 
of gauze to keep the larger particles from 
the surface. When possible, formed stools 
were used for examination as the use of 
oil seriously interferes with the results 
obtained by this technic. During this 
period of time, 3,250 stools from patients 
in the hospital have been examined. Of this 
number 494 or 15.2 per cent have shown 
infestation with Necator Americanus. 





*Read before the Section on Hygiene and Public 
Health, at the Sixty-third Annual Session of the 
Mississippi State Medical Association, Vicksburg, 
May 14, 1930. 
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Of children under ten years of age 31 per 
cent were demonstrated to have ova present. 
Between the ages of 10 and 20 years 33 per 
cent of the patients were positive. Of 
adults 124% per cent were positive. The 


high incidence of infestation in the age 
group below twenty was pérhaps increased 
by the reason that many of these patients 
are admitted to the hospitals from local 
institutions which will be later mentioned. 


These patients, when grouped according 
to the major diagnosis, show: 


These patients, when grouped according 
to the major diagnosis, show: 


Appendicitis ............ 22 per cent positive 


ee «|= ” 
Genito-urinary .......... ales * 
Gall-bladder .............. = * “ 


Gynecological ............ i ay 
Miscellaneous ............ 


In the spring of 1928 a survey of a local 
institution for children was made. Fifty- 
four per cent of these children showed a 
hookworm infestation on stool examination. 
In 1929 another examination was made, at 
which time 38 per cent were positive. In 
1930 we rechecked this group and 40 per 
cent were positive. 


All children having hookworm infestation 
in 1928 were given a course of treatment 
consisting of three doses of oil of cheno- 
podium per treatment. Four treatments 
ten days apart were given. The dosage per 
age was according to the directions on the 
manufacturer’s scale. One year later 69 of 
this group of positives were re-examined. 
Thirty had negative stool examinations 
while in 39 ova were still present, or only 
43 per cent efficiency of treatment. 


Following the examinations in 1929 all 
children with an infestation were given a 
course of treatment consisting of three 
doses of carbon tetrachloride per treatment, 
for four treatments ten days apart. This 
spring, a year later, on the re-examination 
of the children 80 of those with previously 
positive stools were still in the institution. 
Of these 29 were negative while 51 still 
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showed ova present. There was failure to 
remove the parasites in 64 per cent of the 
children. This year tetrachloethylen is 
being tried as treatment. 


CONCLUSIONS. 
1. The incidence of hookworm infes- 
tation as shown in hospital patients in 
Mississippi is very high. 


2. A stool examination of all patients 
presenting themselves for diagnosis should 
be made. 


3. The percentage of infestation in 
patients with chronic and acute appendi- 
citis is especially high. 


4. Treatment as checked in an institu- 
tion has failed to remove parasites from 
61 per cent of positive cases in two years’ 
time, this despite efficient supervision of 
the treatment. 


DISCUSSIONS. 

Dr. D. J. Williams (Gulfport): This paper is 
extremely interesting to us, because it illustrates 
specifically the fact that we have our old problem 
still with us. South of the A. & V. R. R. re- 
peated surveys in various counties in the early 
history of this disease showed 80 per cent average. 
I remember getting into a heated discussion with 
some people who were going to boom the business 
condition there in our country. We made a sur- 
vey of the county and found 88 per cent. I do not 
recall what the Rockefeller Foundation or the State 
Board of Health did when they put on a campaign. 
In Harrison County I am familiar with conditions. 
We had 17,000 cases-in that county out of a popu- 
lation of 28,000. It is perfectly useless to try to 
get rid of hookworm unless you put on a campaign 
of instruction and construction, and teach those 
God-forsaken people to use the toilet. You put in 
a toilet and three out of five of the family will not 
use it. It has been a problem to get them to use 
them. Last month we had but four cases reported 
in Harrison County. We constructed 1,554 toilets 
throughout the rural district and something over 
3,000 in the so-called towns and cities. Open back 
toilets were prevalent, and you cannot treat the 
disease successfully and get rid of the condition 
unless you handle the toilet problem first. We 
said we would make no examinations and give no 
free treatments unless our rules were followed, 
and it is surprising to see how they will come 
across when they find they cannot get something 
for nothing. By handling things in that way I am 
glad to say that we have solved the problem in 
our county. We have certainly changed our record 
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since the time when there were 550 toilets in the 
county. 


Dr. W. D. Beacham (Hattiesburg): We think 


every item is the most important. Those in 
southern Mississippi who have to do with the 
vitality of children still know that hookworm is 
an outstanding problem. Eight years ago when 
I went to Ramsay County it was said that 80 per 
cent of the population were infected with hook- 
worm. We believe in sanitation, of course, but this 
subject is one upon which there has been consider- 
able variation of opinion. For a number of years 
I gave treatment a dozen times before they were 
free of parasites. Recently we have been treating 
with carbon tetrachlorid, and I find that it is more 
important in getting an early negative specimen 
than anything else. At the Charity Hospital in 
New Orleans they do not use carbon tetrachlorid; 
they had a child die under that treatment and they 
are afraid of it. After having given it three or 
four times, there is still occasionally a positive. 
My theory as to education is, get the toilets built 
close enough to the house. They should be taughi 
that the toilet can be placed at the end of the back 
porch provided there is adequate sanitation. 


Dr. H. F. Garrison (Jackson): I have had the 
pleasure of being associated with most of these 
older fellows here for a number of years. Dr. Dan 
Williams spoke of his experience in southern 
Mississippi, and I have had some across the creek 
from him. Dr. Beacham spoke of Hattiesburg and 
I am interested in the results obtained from the 
treatment given. I do not know what has’ been 
done by the State Board of Health relative to 
check up on results of treatment in territories 
where they do not expect reinfection. We do not 
know just how far they did go, but I am particu- 
larly interested in this phase of the matter for the 
reason that institutional work is in my line. In 
1929 after treatment with carbon tetrachlorid the 
check up for the general group of children was 
disappointing, and I was discouraged. It did not 
look as if we were getting results. Down in the 
districts where Dr. Williams and Dr. Beachani 
come from they get reinfection. Dr. Williams 
built enough privies so that they did not get so 
much infection. It is probable that the treatment 
is not so effective as we had thought. A long time 
ago I tried all the treatments as fast as they came 
out. I have never re-checked the effects on chil- 
dren before this time. This is institutional work, 
where we should not have reinfection, because there 
are modern toilets, and I cannot understand why 
we should have reinfection; but the fact remains 
that we do, or else we are not getting results from 
our treatment. Parke, Davis & Company are offer- 
ing tetrachlorid ethylene, which you can get only 
through their experimental research department, 
and I have tried it out. I have given it to about 


85 cases. If we are getting failures on these other 
things, we should be looking out for something 
else. I do not know how this is going to turn out, 
but they report good results from other states. 
You give only one dose, whereas in the others you 
have to give two or three. I am going to check 
up on the cases already treated and test it out 
in another institution. I hope to have a more 
elaborate report in the near future. 


Mr. C. A. Palmerlee (closing): One fault in 
checking your results is very often too early 
check-up on the stool. I believe a negative stool 
examination under three months is valueless. After 
six months a large percentage which were negative 
earlier will show a reinfection or a positive stool. 
Another point—in general indefinite symptoms you 
will get a great deal of satisfaction from the stool 
examination made on these patients. The satis- 
faction of relieving symptoms by treatment is very 
considerable. 





THE USE OF THE CISTERNA PUNC- 
TURE AS AN AID IN DIAGNOSIS 
OF, AND IN THE TREATMENT 
OF, INTRACRANIAL HEMOR- 
RHAGE OF THE NEW 
BORN.* 


Maup LoesBeErR, M. D.,f 


New ORLEANS. 


In order to arrive at a diagnosis of intra- 
cranial hemorrhage, we must take into 
account the history of the delivery, the 
signs and symptoms of the newborn sug- 
gestive of the condition, the recovery of 
bloody cerebrospinal fluid (after puncture) 
and an amelioration or relief of the symp- 
toms following the puncture. In consider- 
ing the history of intracranial hemorrhage, 
we are most apt to find it with prolonged 
labor, precipitate labor, in large or over- 
sized infants delivered by forceps er with- 
out forceps, premature infants, or in those 
infants delivered by breech extraction. 
Occasionally we find it in babies born of 
uremic mothers and in those delivered by 
cesarean section. 


We suspect intracranial hemorrhage in 
an infant who may have been born under 





*Read before the Orleans Parish Medical 
Society, June 9, 1930. 

+Professor of Clinical Pediatrics, Tulane Uni- 
versity School of Medicine. 
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any of the conditions just enumerated, and 
who show signs after delivery of a difficult 
or abnormal respiration once this respira- 
tion has been established. We also suspect 
it in asphyxia livida or pallida, in those 
with a bulging or tense fontanelle, pre- 
senting this condition immediately after 
birth or within a few hours thereafter. 
This sign is not pathognomonic, as intra- 
cranial hemorrhage may exist without a 
bulging of the fontanelle as so beautifully 
demonstrated in Holland’s report on “The 
Causation of Foetal Death,’’“!) in which the 
hemorrhage occurs beneath the tentorium. 
I may also state here that the accredited 
pathognomonic sign of bloody cerebral fluid 
may also be wanting if the location of the 
hemorrhage be between the layers of the 
falx and tentorium. This condition is also 
cited by Holland but is rare. 


To proceed with the other suggestive 
symptoms, we may have a whining, high- 
pitched, incessant cry. A refusal to nurse 
or difficulty experienced in making the child 
nurse; that is, the lack of response to the 
normal sucking reflex as well as difficulty 
in rousing the baby from a stuporous or 
semi-stuporous condition for this purpose. 
This disturbance of the normal sucking re- 
flex is highly suggestive of intracranial 
pathology and is also of importance from a 
prognostic viewpoint. There is a rapid and 
usually full pulse and strong heart sounds, 
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cyanosis which may be constant or inter- 
mittent; irregular, shallow or jerky respir- 
ation, twitching of the hands and feet, the 
baby starting or jumping with the slightest 
stimulus of sound or touch. The response 
is entirely out of proportion to the stimuli, 
and is a markedly exaggerated nervous re- 
flex. These twitchings may increase in 
number or severity so as to terminate in a 
true convulsion. We should differentiate 
this condition in the newborn from enlarged 
thymus, atelectasis, congenital heart dis- 
ease, pneumonia and diaphragmatic hernia. 
Enlarged thymus, atelectasis, pneumonia 
and diaphragmatic hernia may all show 
abnormal respiration and cyanosis, a roent- 
genogram will be of great benefit in deter- 
mining their presence or absence. This 
laboratory aid will not be of great benefit 
in diagnosing intracranial hemorrhage, 
although Truesdell‘?) has called to our at- 
tention the occurrence of fracture of the 
vault of the sku!l in the newborn, but 
states that “Fractures of the vault of the 
skull in the newborn has been the least fre- 
quent of the birth injuries verified in the 
roentgenogram at The Lying-In Hospital. 
Fractures of the humerus, clavicle and 
femur are a!'l rated higher in the order of 
frequency. Symptoms of brain injury of 
the most serious kind are commonly 
observed with perfect integrity of the over- 
lying bones, and frequently even without 
their excessive displacement. The deepest 
asphyxia, stupor, circulatory and respira- 
tory irregularities may all be present in the 
newborn following violent and protracted 
labor, with or without instrumentation, 
and a roentgen examination of the head 
reveal the absence of bone injury. On the 
other hand a fracture of the vault of the 
skull may be present without ascertainable 
evidence of injury to the brain beneath. 
Four cases of fissure-fracture of the cranial 
bones have been observed in the newborn 
child, one with and three without displace- 
ment of the fragments.” 


The nearest approach to a pathognomonic 
sign for intracranial hemorrhage would be 
a bloody cerebrospinal fluid. When present, 
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with other conditions as enumerated taken 
into account, we can reasonably assume 
that we have an intracranial hemorrhage. 
The absence of a bloody fluid may be found 
in the rare condition just spoken of where 
the hemorrhage is between the layers of the 
falx, tentorium or both, and we get the 
spinal fluid before the blood has mingled 
with the cerebrospinal fluid. This condition, 
as stated before, is very rare but should be 
mentioned. It should be borne in mind that 
any one or more of the conditions enumer- 
ated may co-exist with intracranial hemor- 
rhage thereby complicating the diagnosis. 
We would recommend the cisterna puncture 


rather than the spinal for obtaining the 
cerebrospinal fluid, first, because of its 
immediate relief without increase of 
trauma due to increased pressure of the 
enforced position assumed in the spinal 


route, or the crying of the infant, and sec- 
ond and equal in importance, the facility of 
procedure compared to spinal puncture in 
the newborn. 


TECHNIC 

The baby lies upon its side with head and 
body in a straight line. The skin is pre- 
pared in the usual manner before perform- 
ing a lumbar puncture. To quote Dr. 
Foote'*) of Washington, “A plane passed 
through the glabel!a and the upper edge of 
the external auditory meatus, when carried 
backwards will pass through the occipito- 
atloid ligament. In very thin babies a 
deep depression may be palpated between 
the spine of the axis and the occipital pro- 
tuberance. This depression serves as an- 
other landmark. With the above as a guide 
the spinal puncture needle is introduced 
into the midline of the back of the neck 
right above the spine of the axis.” It is 
well to measure and mark by filing the 
length of an inch from the tip of the spinal 
puncture needle on its shaft, as it is some- 
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times difficult to gauge the exact length one 
is passing through the underlying tissue 
after inserting the needle, and we have 
found that one may introduce the needle 
in all safety an inch. Usually one does not 
obtain fluid until this depth is reached. One 
fee's the give of the ligament as it is pierced 
and if intracranial hemorrhage be present, 
the fluid after the stylet is removed from 
the spinal puncture needle is released under 
much pressure. The symptoms are appar- 
ently ameliorated before the needle is with- 
drawn. 


CONCLUSIONS. 

Whereas differentiating the diagnosis of 
intracranial hemorrhage from enlarged 
thymus, diaphramatic hernia, pneumonia, 
atelectasis or fracture of the vault of the 
skull, is facilitated by the use of the roent- 
gen-ray; congenial heart disease and intra- 
cranial hemorrhage per se is not aided by 
this procedure. Any one or more of these 
conditions enumerated above may co-exist 
and thereby complicate the diagnosis of 
intracranial hemorrhage. 


We believe the cisterna route for the 
obtaining of fluid for diagnostic and thera- 
peutic measures in intracranial hemor- 
rphage, is the route of choice both because 
of the ease of access and because of the 
posture assumed by the baby during the 
procedure which does not tend to exagger- 
ate the already existing trauman and symp- 
toms. 


I would like to show the slide which Dr. 
Henderson kindly reproduced for me today 
from “Clinical Pediatrics.” 
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DISCUSSIONS. 


Dr. L. Von Meysenbug (New Orleans): I think 
Dr. Levy was a little hard on his specialty. 
Sharpe was the man who did a great deal of 
work on spinal puncture in newborns and he re- 
ported in the American Medical Journal a series 
of 1000 cases of which 10 per cent had blood in 
the spinal fluid, and the majority of these 10 per 
cent were in normal deliveries. 


Premature babies are very prone to intracranial 
hemorrhage. In fact, any premature baby should 
be constantly observed for symptoms of intra- 
cranial hemorrhage. 


I have had no experience with the cisterna 
puncture. The fact is it doesn’ make much 
difference where you do your puncture, because 
you don’t always know the right place. But it 
seems to me for average purposes lumbar punc- 
ture is the most available for the reason that you 
are able to relieve pressure, and repeated relief 
of pressure enables a great many babies to re- 
cover without the unfortunate sequelae of later 
life. 


Dr. Loeber (closing) : 
the discussion. 


I wish to thank you for 
I agree with Dr. Von Meysenbug 
that Dr. Levy was entirely too harsh on obstetri- 
cians. We find intracranial hemorrhage not only 
in the premature baby, but I think Dr. Levy will 
recall he may have seen some cases even in caesa- 
rian section, and may also have seen some in the 
uremic mother, who certainly received all attention 
possible, and yet intracranial hemorrhage was 
present. 


I was very pleased with Dr. Bowden’s discussion 
about the early efforts for obtaining the proper 
technic of cisterna puncture. I wish to thank her 
for the encouragement given in the early days. 


Dr. Von Meysenbug brings out an excellent 
point when he mentions that nearly every newly- 
born child has some trauma done to the cranial 
vault and on autopsy there will be some slight 
oozing in the cranial vault which cannot be recog- 
nized as true hemorrhage. That is true, but we 
would not get the other symptoms of pressure. 
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SOME OBSERVATIONS ON -THE 

CHOICE OF AN ANESTHETIC 
WITH SPECIAL REFERENCE 
TO SPINAL ANESTHESIA;:* 


OCTAVE CHARLES CASSEGRAIN, M. D., 
NEw ORLEANS. 


Modern surgery with all its magnificent 
achievements may be said to rest solidly on 
a double foundation, asepsis and anesthesia. 
To asepsis, little can be added. It has been 
so thoroughly standardized and perfected, 
that it has ceased to be a problem. The 
same cannot be said, however, with regard 
to anesthesia. 


Listen to Willard Bartlett, for example, 
speaking editorially in S. G. O., April, 1930. 

“That there is dissatisfaction with our 
present anesthetics, as commonly employed, 
is shown by the number of new methods of 
inducing anesthesia put forward in recent 
years both here and abroad” and that this 
statement is no exaggeration of a fact, let 
us look back a few years, say seven or eight, 
and see what has happened. Up to that 
time, in this country at least, the great 
majority of operations were done under one 
of two anesthesias, either local or general 
with ether, the anesthetic of choice in gen- 
eral anesthesia. Then came the change. 
We all remember the wave of enthusiasm 
that carried ethylene on its crest and caused 
it to supplant ether in many clinics. Then 
the advocacy of oil, colonic anesthesia by 
Gwathney, Frazier, Lundy and others. 


Then splanchnic first popularized on the 
continent and introduced in this section of 
the country by Finister of Vienna. A 
method which has rendered excellent service 
in abdominal surgery, but which, as Rudolph 
Matas states, “is less dependable, more com- 
plicated, quite as risky and requiring more 
expertness of its proper application than 
ether and spinal anesthesia or an ethylene- 
oxygen combination in competent hands and 
in modern technic conditions.” 





*Read before the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 
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Then spinal anesthesia born again, as it 
were, after a long period of discard by all 
but a-very few enthusiasts, since its intro- 
duction in this country by Matas and today 
becoming so popular that a few months ago 
one of our leading journals devoted an 
entire issue to its subject. 


Then later still another type of rectal 
anesthesia, in this type, the drug avertin 
being used, a type of anesthesia quite popu- 
lar in certain German clinics where over 
200,000 cases have been reported and a type 
of anesthesia with which our own Depart- 
ment of Surgery at Tulane is now experi- 
menting. 


And then lastly and these, the latest 
methods, the intravenous administration of 
sodium amytal in doses sufficiently large to 
produce sleep or, as advocated by Bartlett, 
the intraoral administration of veronal and 
luminal in doses large enough to produce a 
narcosis or semi-anesthesia, the final anes- 
thesia being induced by nitrous oxide or 
ethylene in much lower concentrations than 
would be otherwise needed or by local or 
spinal anesthesia. 


Truly Bartlett must be right. “There 
must be dissatisfaction with our present 
anesthetics,” else not so many new methods 
would be advocated, and that for a very 
excellent reason. The ideal anesthetic has 
not yet been found and the search must 
and will continue until it is. 


I almost feel like apologizing for attempt- 
ing to discuss such an extensive subject in 
a paper as short as the allotted time must 
of necessity make this one. It is impossible 
to analyze in detail the advantages, dis- 
advantages, indications and contra-indica- 
tions of the different methods I have 
mentioned. I will, therefore, limit myself 
in the discussion to the three methods com- 
monly in use today, feeling as you all must 
that the other methods either are too new 
or not sufficiently tried to warrant earnest 
discussion; and Dr. Gage has promised to 
say a few words about avertin and Dr. 
Walter Levy about ether-oil colonic anes- 
thesia. 
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Harry Koster who has been doing excel- 
lent work in spinal anesthesia, in a recent 
article stated: 


The desiderata of the satisfactory anes- 
thetic are: 


1. Safety. 


2. Blandness in the sense that tissue 
irritation is not produced. 


3. Universal applicability. 
4. Maximal relaxation. 
5. Freedom from shock. 
6. Ease of administration. 


Certainly no one can question the correct- 
ness of these requirements but a little con- 
sideration will show us that they are not 
fully met by any of the three anesthetics in 
common use, namely :— 


1. Local anesthesia. 


2. General or inhalation anesthesia, irre- 
spective of the agent used. 


3. Spinal anesthesia 


Nor for that matter are the requirements 
met by any of the other methods I have 
mentioned. 


It cannot be denied that local anesthesia, 
if universally applicable, would today 
always be the anesthetic of choice. 


Its safety, lack of irritating quality, free- 
dom from shock, absence of constitutional 
reaction, such as nausea and vomiting, are 
advantages which endear it to those 
familiar with its use, but against these we 
must consider its two disadvantages. 


1. Slight local lowering of tissue resist- 
ance, the result of infiltration, with a slight 
increased liability to wound infection unless 
perfect asepsis is maintained. 


2. And that its chief disadvantage: 


Lack of universal applicability. Abdomi- 
nal operations, for example, cannot be done 
with local where exploration or packing is 
indicated. 
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It is true that an appendix can be removed 
or a gall-bladder drained with local only 
and that quite satisfactorily. We have had 
many such ourselves. But if adhesions are 
encountered or packing must be used, the 
patient will nearly always feel discomfort 


which may at times reach the degree of 
pain. 


It is also true that a few gifted indi- 
viduals by a dexterity which seems at times 
uncanny are able to perform many compli- 
cated operations under local, but such skill 
is not given to many. 


Local finds its greatest usefulness in 
hernia operations, operations about the rec- 
tum, such as excisions of hemorrhoids and 
polypi, operations about the genitalia, ex- 
cisions of superficial neoplasms, chiefly the 
benign type, incision and drainage of 
chronic superficial collections of pus, drain- 
age of empyema cavities and operations of 
the neck including goitre. 


In these cases, if one has mastered the 
technic of local, I believe that it should 
nearly always be the anesthetic of choice, 
two possible contradictions being—the ex- 
pressed wish of the patient for some other 
anesthetic or children under 14 years of 
age. 


Next comes the question of general or 
inhalation anesthesia. 


The great advantages of this type of 
anesthesia are :— 


1. Its general applicability 


2. When ether is used, its ease of ad- 
ministration. 


Against these, however, are certain dis- 
tinct disadvantages. The irritating effect 
of ether on the kidneys, liver, lungs and 
heart, the non-blockage of shocking impulses 
to brain centers, reducible, however, by 
gentler handling of tissues, the almost con- 
stant nausea and vomiting, the loss of fluid 
through perspiration are all serious objec- 
tions and objections which have caused me 
to abandon ether altogether four years ago 
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in ‘privaté “work and to* limit its “use in 
Charity Hospital only when absolutely 
obliged to. And yet today ether is prob- 
ably the most widely used of all anesthetics, 
its ease of administration and universal 
applicability compensating its disadvant- 
ages in the eyes of many. Most of the dis- 
advantages of ether have been overcome 
either in full or in part by the other agents 
used in inhalation anesthesia—i. e.—nit- 
rous oxide and ethylene and especially by 
the latter which to my mind is far superior 
to the former. 


ADVANTAGES OF ETHYLENE. 
1. Rapid and easy induction, struggling, 
or even moving of the legs or arms is rare. 


2. Rapid elimination from the lungs. 


3. Rapid recovery from the anesthesia. 
It is not unusual for the patient to open his 
eyes on the operating table. 


4. Dehydration, so common with ether, 
and a common cause of shock and other post 
operative complications, is absent. 


5. There is practically no drop in body 
temperature. 


6. Cyanosis is seldom seen, this being 
due to the high percentage of oxygen used. 


DISADVANTAGES. 
1. Not everyone is competent to admin- 
ister ethylene. It requires a well trained 
anesthetist. 


2. It has an irritating effect on the kid- 
neys, heart and lungs but in a less degree 
than ether. 


3. It does not prevent nausea and vomit- 
ing but it lessens its incidence. 


4. It does not block shocking impulses 
to the brain. 


5. It does not give complete relaxation. 
In upper abdominal work in particular, it 
must at times be reinforced with ether. 


6. It is accused of being explosive. 


While the last two objections are undoubt- 
edly true, I believe they have both been 
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grossly exaggerated and by exercising 
reasonable care on the one hand and gentle- 
ness in handling tissue on the other, both 
can be easily eliminated. 


And now we come to the consideration of 
the last of the three anesthetics in common 
use. 


SPINAL ANESTHESIA. 

Introduced in this country by Matas in 
1899, spinal anesthesia soon fell into dis- 
repute. It is true that a few enthusiastic 
advocates like Jomenco abroad and Babcock 
in this country continued its use. But the 
results they claimed and those obtained by 
the majority of others were so much at vari- 
ance that, little by little the method became 
less and less uséd: My interest in spinal 
dates back to 1917. During my college days 
and later as an intern at Charity, I had been 
tauight that spinal was a dangerous form of 
anesthesia and all but one or two of the 
chiefs frowned upon its use. At that time 
I became Senior Intern on the G. U. service 
and the strikingly different results obtained 
in prostatectomies by the men who used 
spinal and who were neither better trained 
nor more skillful than those of the other 
services made me realize that there must be 
something in their technic to account for 
their better results. That something was 
spinal; and I quickly realized that in the 
old at least and especially in those with 
impaired kidney function, it was infinitely 
less toxic than ether or chloroform. That 
was in the days, mind you, whon ethylene 
was unknown and controllable spinal anes- 
thesia still a dream. 


Since that time I have always used spinal. 
Hesitatingly at first and only in very spe- 
cially selected cases, for you must remember 
that up to two or three years ago, there 
were not only the real contra-indications of 
spinal to consider but also the very strong 
prejudices and superstitions of both laiety 
and profession which even to this day have 
not entirely disappeared. Now, in unexperi- 
enced hands spinal anesthesia may be quite 
dangerous, but the more one uses it the 
more proficient one becomes and with the 
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low punctures advised today its failures and 
complications become rarer. Cases of sud- 
den death should be unknown. To thor- 
oughly understand, however, the indications 
limitations and dangers and the means of 
avoiding them, it is absolutely necessary to 
understand the mechanism of this type of 
anesthesia and to be thoroughly familiar 
with the anatomy of the brain and espe- 
cially of the cord. 


There has been so much written about 
spinal in the past three years and the newer 
conception of the action of the drugs used 
has been so thoroughly gone into that repe- 
tition at this time would be boring. I will, 
therefore, simply emphasize a few of the 
more salient facts. 


ANATOMY OF THE CORD. 

In the adult the spinal cord ends at the 
level of the lower border of the first lumbar 
vertebra and the lower spinal nerves below 
that level are gathered into a bundle form- 
ing the cauda equina., The nerve roots are 
divided into motor and sensory, the former 
lying anteriorly and the sensory roots pos- 
teriorly and separating these two distinct 
sets of nerve roots is an irregular cribiform 
membrane, the denticulate ligament. This 
ligament may be said to divide the spinal 
canal into an anterior and posterior com- 
partment. Vasoconstrictor fibers leave the 
spinal cord by way of the anterior nerve 
roots of the spinal nerves from the first 
dorsal to the third lumbar to go by way of 
white rami communicantes to symphathetic 
ganglia. The greater and lesser splanchnic 
nerves which supply all the blood vessels 
of the abdominal viscera with constrictor 
fibers are formed by the union of the fibers 
forming the white rami from the lower 
seven dorsal and upper three lumbar roots. 
This last fact is extremely important for it 
explains physiologically the reason for fall 
in blood pressure. 


MECHANISM OF SPINAL ANESTHESIA. 
Tuffier, Hallion, Koster and others have 
proved experimentally that following the 
introduction of the anesthetic agent in the 
sub-arachnoid space, the anesthetic has a 








CASSEGRAIN—Observations on Choice of Anesthetic; Spinal Anesthesia 


selective affinity for sensory nerve tissue 
and that if the puncture is done in the third 
or fourth lumbar interspace as should al- 
ways be done, the solution as it comes into 
contact with the cauda equina impregnates 
the bundles, then ascending up it reaches 
the cord and in succession the sacral and 
lumbar segments. Here the solution affects 
only the roots of the cord and especially 
the posterior roots as the motor mechanisms 


of the cord is particularly resistant to anes- 
thetic action. 


Cestan, Riser, Laborde and others have 
shown experimentally that while the spinal 
cord proper is impregnated by the solution, 
this impregnation remains very slight and 
superficial which is another factor of safety, 
especially if one uses solutions heavier or 
lighter than cerebro-spinal fluid in order to 
limit the height of anesthesia by controlling 
the degree of diffusion. For, after all, spinal 
anesthesia is essentially an anesthesia of 
the posterior roots which become affected 
progressively. The cord proper is but very 
slightly susceptible to the action of the drug 
by diffusion and in those cases where dif- 
fusion to the bulb takes place, it is so diluted 
that its action is limited to nausea, vomit- 
ing, respiratory anguish which appear about 
the twentieth minute. 


Not so, however, if the solution is in- 
jected into the cord proper. Pitkin states 
“Never attempt to introduce a spinal needle 
above the conus medullaris, as it has been 
definitely shown that the injection of novo- 
cain, tropococain, stovain into the spinal 
cord will cause immediate death with typi- 
cal medullary symptoms. The results were 
constant even with diminished doses of the 
drug. This has been shown to be not a 
mechanical reaction but a toxic one as phy- 
siological salt solution similarly injected 
failed to produce any recognizable effects. 
Injections should never be made outside of 
the lumbar spine, the height of anesthesia 
to be regulated by the amount of mechanical 
expansion of the solution.” And this un- 
doubtedly explains the cases of sudden and 
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immediate deaths in the old high spinals 
with high puncture. 


ADVANTAGES OF SPINAL. 
1. Practically no toxic action on the 
kidneys and none on the liver, lungs and 
heart. 


2. No loss of consciousness. 


3. Absence of shock—all painful im- 
pulses are effectively blocked before they 
reach the brain. 


4. Stimulates intestinal peristalsis, hence 
in all cases but especially abdominal ones 
it gives a smoother convalescence. 


5. Gives the operator absolute abdomi- 
nal silence. Packs are very, very seldom 
needed. 


6. And this is kept for last as it will 
doubtless give rise to some controversy. It 
is quite safe, if the proper technic is ap- 
plied. 


DISADVANTAGES OF SPINAL. 


1. Action not always constant. May 
have complete failure. This is usually due 
to faulty technic or to adhesions in canal. 


2. Anesthesia may be marked by delay. 


3. If solution reaches the bulb, nausea, 
vomiting, respiratory embarrassment seen 
during the storm of the twentieth minute. 
But with present technic and by limiting 
the diffusion below the fourth or fifth dorsal 
segment should rarely if ever be present. 


4. Lowering of blood pressure. All 
authors emphasize this point. In my prac- 
tice, with patient in Trendelenburg position 
and an ephedrine injection before making 
the puncture, I may say that in the great 
majority of my cases there is not a varia- 
tion of 25 points in pressure dur-ng the 
operation. 


5. Myelitis, meningitis, and even more 
rarely paralyses, usually of lower extremi- 
ties, mentioned as dangers by all authors 
but their incidence greatly exaggerated. 
Low punctures, fine needles with short 
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bevels, careful technic and they should 
rarely if ever occur. In twelve years I have 
had one patient with a post-operative pares- 
thesia of one leg and that when I was doing 
high punctures. This particular case was 
tapped in tenth dorsal interspace for a chole- 
cystectomy. 


6. Headache—never seen with modern 
technic. 


7. Relaxation of sphincters. 


INDICATIONS. 


This question deserves much considera- 
tion. As regards the head, neck and upper 
extremity, it is the almost unanimous opin- 
ion that such is dangerous and notwith- 
standing some apparent successes, the 
dangers seem too great to the majority who 
condemn it. Koster’s revolutionary work, 
however, is worthy of careful notice and if 
the same results are reported by him when 
his series have become larger, will command 
serious consideration. At present the great 
indications for spinal are: 


1. All work below the diaphragm and 
especially intra-abdominal work—There the 
complete relaxation, the absolute abdominal 
silence, the stimulating action of the drug 
on the gut muscle make it the ideal anes- 
thetic. 


2. In tedious dissections or massive re- 
sections where great shock would result. 


3. In patients with impaired kidney, 
heart and lungs. : 


CONTRA-INDICATIONS. 
1. Cases of marked hypotension. 


2. Cases of septicemia with positive 
blood cultures. Simple puncture may result 
in passage of organisms from the blood 
stream into the sinuses of the cord. 


3. In active tuberculosis and syphilis— 
Latent meningeal reactions may be reac- 
tivated by puncture. 


4. In children and in operations of less 
than 30 minutes duration. 
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CONCLUSIONS. 


1. We have no perfect anesthetic. 


2. When applicable, local should always 
be the anesthetic of choice. 


3. Ether is not comparable to ethylene 
as an anesthetic from the standpoint of 
safety and comfort to the patient. 


4. In deciding between ethylene and 
spinal, one must consider both the nature 
of the operation and the physical condition 
of the patient. And yet it is unfair to limit 
the use of spinal, as is so often done, only 
to those cases in such poor physical condi- 
tion from damaged hearts, kidneys or livers 
that general cannot be used, for spinal is 
thereby condemned to poor results and 
therefore discredit without an impartial 
trial. My only death was the result of just 
such a condition. 


I have been using spinal now for 12 years. 
At first only on my charity patients but in 
the past four years in my private practice. 
I am using it oftener every day as a sub- 
stitute for inhalation anesthesia; and I can 
say with all sincerity that today when I 
am unable to use local, spinal usually pre- 
sents itself as my anesthetic of second choice 
for all work below the diaphragm. It un- 
doubtedly lessens the risks of many opera- 
tions and frequently allows us to operate 
on patients who would otherwise be inop- 
erable. 
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DISCUSSION. 

Dr. F. L. Fenno (New Orleans): Not being a 
surgeon, I am somewhat hesitant in opening this 
discussion. I think Dr. Cassegrain is to be 
especially commended for presenting such a sub- 
ject to this body at this time. I believe that I 
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have been requested to open this discussion because 
I have openly opposed spinal anesthesia—not that 
I question its value, but because I feel that it is 
a procedure unsuitable for all types of surgical 
cases and a procedure not to be entrusted to any 
and all surgeons. It is my belief that of late the 
average surgeon is only interested in the amount 
of relaxation produced in the surgical field and the 
ease of administration of the anesthesia. 


The choice of the anesthetic and the selection 
of the anesthetist are but routine affairs. We see 
this in the great increase of surgical nurses, giving 
anesthetics, although their training has been, at 
most, of twelve weeks duration, and they know 
nothing of the physiological changes possible from 
the anesthetics they handle, they are replacing 
doctors as anesthetists. 


When an internationally famous surgical au- 
thority, such as Koster, proclaims that spinal 
anesthesia is the anesthetic of choice and that it 
can be used in practically all surgical procedures, 
a great danger is begun. The average surgeon, 
lacking the ability, technic, and judgment of such 
a master, unhesitatingly believes this statement, 
and without further ado, begins its use, and 
produces bad results. All that can be said about 
the advantages of spinal anesthesia is true, but I 
do not believe that the disadvantages can be ex- 
aggerated. I, unhesitatingly admit, however, that 
these disadvantages are due to faulty technic, im- 
proper preparation of the solution used, infection, 
adhesions, high punctures, large gauge needles, 
and too great speed and force in introducing the 
solutions. 


Serving in a neurological service at Charity 
Hospital, New Orleans, it has been my misfor- 
tune to encounter residuals of the disadvantages 
I have just enumerated. I am sure should any of 
you encounter a permanent myelitic syndrome— 
paraplegia, incontinence of bowel and bladder, you 
would agree with me that our patient’s future 
welfare, rather than the immediate relaxation in 
the surgical field, the absence of shock, etc., is of 
paramount concern to the attending physician. 
I have in mind the case of a young colored boy, 
of eighteen years, admitted to Charity Hospital, 
a remarkable specimen, suffering from a small 
foreign body embedded in the plantar surface of 
one of his great toes; this material could have 
readily been removed under a simple cocanization 
of the part involved. Instead, spinal anesthesia 
was used. The case came to my neurological serv- 
ice about eight weeks later. The boy was un- 
able to walk, or stand alone, had absolutely no 
control of bowels and bladder, and showed indica- 
tions of beginning trophic disturbances, a definite 
residual myelitis had resulted from the improper 
administration of the anesthetic. Was this proce- 
dure justifiable? Was the use of spinal anesthesia 
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worthwhile? (Evidently, in this case, in the hands 
of someone unskilled in its use.) And does not 
such a possibility make it imperative that before 
advocating, or permitting the indiscriminate use 


of spinal anesthesia, we should be sure that the 
user is versed in its proper administration and 
well aware of the serious consequences possible? 


I trust I am not misunderstood. My objection 
is not to the use of spinal anesthesia, but to the 
advocacy of its use by any and all surgeons, under 
any and all circumstances. 


Dr. H. W. Kostmayer (New Orleans): Dr. 
Fenno has so nicely stated the position that I am 
in as regards spinal that it is almost superfluous 
for me to rise. I have had a great deal of ex- 
perience with spinal anesthesia. Like Dr. Casse- 
grain, I went through an internship where spinal 
was used considerably, rarely to the advantage of 
the patient, and frequently to his serious disad- 
vantage. 


I speak of the days of cocaine when we had 
temperatures of 105° in 24 hours after use, and 
when we had paralysis of the lower limbs from 
one to four weeks and that sort of thing. So I 
was terribly prejudiced, but with its rebirth I 
have found it: expedient to use it frequently. To 
justify my opinion, I reviewed my records of 
several hundred cases that I have given spinal to 
indiscriminately within a period of 15 months, and 
I was very gratified to find that we had less 
nausea and vomiting, had less distension, we had 
less retention of urine, we had less post-operative 
rise of temperature, and fewer stay days in the 
hospital with the use of spinal than with other 
anesthetics, but I have not let those statistics of 
my own service run away with me. I think that 
spinal anesthesia, properly handled by men who 
are trained in its use, is a wonderful adjunct to 
surgery. I do not think it can become universally 
used. I think that anyone who is unskilled in its 
application, who is quick to seize upon the idea 
that it is a very safe, simple thing for him to use, 
is going to get himself into trouble sooner or later. 
I think it is merely one of the good things we ought 
to know how to use and use well, and use when 
occasion calls for it. 


Dr. W. P. Lambeth (Shreveport): I have en- 
joyed listening to the doctors’ papers and discus- 
sions by the other surgeons. I am always glad to 
hear anything on anesthesia and especially Dr. 
Cassegrain’s good ideas on spinal anesthesia. It 
is true anesthesia is the surgeon’s problem, but 
since the surgeon’s have been howling so much 
about their anesthetics they have opened the field 
of anesthesia as a specialty, and since we have 
several doctors in the state specialized in this 
branch, I am sorry that one of us did not have 
the opportunity of presenting this paper. 
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The different kinds of anesthesia, the different 
technic and the many anesthetic agents being used 
goes to prove that we are having trouble along 
this line. We will continue to have trouble until 
we realize the need of cooperation between the 
surgeon and anesthetic agents; the adoption of 
these principles to comply with the surgical 
problems. 


I have just returned from a tour of the Northern 
clinics, studying anesthetics. I spent some time 
with Romberger, Pitkins and Koster. These three 
clinics are especially interested in spinal anes- 
thesia. Drs. Koster and Pitkins gave their own 
spinal. Dr. Romberger has specialized in anes- 
thesia and gives more anesthesia with better 
technic, better results and less annoyance to the 
surgeons than any place I visited. These results 
are due directly to cooperation and team work. 
Their patients are all carefully examined and the 
anesthetic depends on physical condition. They 
have found out, after several thousand anesthetics, 
that their patients all do better when given spinal, 
unless a definite contra indication exists. They 
have adopted spinal anesthesia as a regular rou- 
tine for surgery below the costal border. 


Dr. Cassegrain recommends spinal puncture be- 
low the third space. I consider the first or the 
second just as safe under good technic, and cer- 
tainly more satisfactory for high surgery. Dr. 
Koster gives all his in the second space and uses 
only noVocaine crystals dissolved in spinal fluid. 
The space selected should depend on the operation 
and the one most easily entered. 


Contra-indications: I can see only two real 
contra -indications to spinal anesthesia. First, 
blood stream infection and diseases or deformities 
of the spine. Second, objections by the patient, 
who would rather be asleep when being operated 
upon. 

The doctor has referred to Koster and his 
technic. I visited Dr. Koster’s clinic and made 
some very careful observations and feel that there 
is more to spinal anesthesia than Koster would 
lead you to believe. He makes his injec*ions in the 
second space and one hundred and fifty milligrams 
of novocaine is his maximum dose. He drops the 
patient’s head and let the solution float on up the 
canal hoping there will be enough taken up by 
the posterior roots to get anesthesia and not 
enough to reach the bulb to cause paralysis. I 
consider it. more safe to use the light or heavy 
solution control the anesthesia by the plane of the 
patient. By this method you can give more drug 
and get better anesthesia, controlling your blood 
pressure with ephredin. 


After giving anesthetics for the past five years 
I have worked out a problem, to my mind, as to 
what the surgeons want. First, he wants an anes- 
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thetic most compatable to the patient and his 
physical condition. Second, he wants an anesthetic 
most flexible in character for his convenience. 
Third, he wants maximum relaxation and minimum 
amount of the anesthetic agent. Fourth, he wants 
an anesthetic that can be administered without dis- 
comfort. These points can only be worked out 
through cooperation of surgeon and. anesthetist 
and a thorough ‘understanding of the anesthetic 
agents and equipment. 


Dr. I. M. Gage (New Orleans): Dr. Cassegrain 
has asked me to say a few words about avertin. 
Why we are seeking a new anesthetic is for the 
simple reason that we want an anesthetic that has 
a large margin of safety, very, very low resistance, 
that will last about two hours’ time, practically 
without vomiting or complication, and one that is 
easily administered. We have three at present: 
amytal, luminal, and veronal.. And they have used 
in Germany for the last three or four years, ethyl 
alcohol. That is the one which we are interested 
in at present. We have not used sodium amytal. 
I believe it should be used as a basal anesthetic; 
however, some use it and try to get general anes- 
thetic effects without any additional type of 
anesthetic. I think that is where we make one 
mistake in this new type of drug we are using. 
In sodium amytal, the patient becomes markedly 
irritated and develops an almost wild delirium 
which lasts from 36.to 48 hours. We have used 
it on dogs and for certain types of experimental 
work. I remember three animals treated intrav- 
enously. I injected it too rapidly, and I killed all 
three of them. We haven’t used it clinically at all. 


Avertin is just on the market in the last two 
weeks and we have had the pleasure of using it 
in a few cases. It is advocated to be used as a 
basal anesthetic. About 20 per cent of the patients 
will not demand any other type of anesthetic. We 
can operate on them, they have complete relaxa- 
tion, the period of sleep is shortened, and it’s 
almost as rapid as ether. 


The administration of avertin is very delicate 
and you have to know the technic very well, be- 
cause it has to be heated. It is used in distilled 
water. The water has to be heated to 45 degrees 
Centigrade. If the drug must be tested before- 
hand, see that it is pure by Congo-red. Ninety to 
100 milligrams is a safe dose to use. We have 
used it in our cases without any addition of anes- 
thesia. It is administered by rectum and solution. 


Within four minutes after administration the 
patient is usually asleep, a sound sleep in which 
there is no struggle. The patient falls off to sleep 
just like you go to sleep at night. Eighty per cent 
of the drug is absorbed in the first five minutes. 
That is the reason all these preliminaries must be 
carried out beforehand. The patient should have 

















CASSEGRAIN—Obscrvations on Choice of Anesthetic; Spinal Anesthesia 


the drug at least 15 minutes before the time of 
operation. The patient goes to sleep in the ward 
and has no recollection of going down to the 
amphitheatre and usually within two or three hours 
is awake, and we have no nausea at all. About 
80 per cent require no ether or gas. 


We have not had any trouble with it at all. We 
don’t expect to by being careful. We usually give 
it as a basal anesthetic, and it should only be used 
under those conditions. Other anesthetics should 
be adapted to the patient. 


Any drug or procedure’s longevity depends upon 
the burst of enthusiasm with which it is met. At 
present we have another high wave of spinal anes- 
thesia, after Genesco, probably the greatest ex- 
ponent of spinal anesthesia, made his trail through 
the country leaving death behind him. I have 
studied about that, and I wonder just when did 
Genesco give spinal anesthesia. 


Dr. H. B. Gessner (New Orleans): I think 
Dr. Cassegrain is right about the great desirability 
of local anesthesia. I don’t think the old practices 
ought to be swept away as completely as they seem 
to have been. 


It may interest this body to know that a couple 
of years ago we had a review of anesthesia in the 
Charity Hospital. I think it was worked out that 
there was a death to 1,700 ether anesthesias. I 
think perhaps some who are here today can either 
confirm this or possibly make some correction. 
There was one death to 1,700 ether anesthesias 
in Charity Hospital in New Orleans. This is why 
we are looking for something else. 


Taking up ethylene, we have the danger of ex- 
plosion that has been referred to. I think some 
hospitals in this country have forbidden the use of 
ethylene. I know of one case in which an ex- 
perienced surgeon thought the patient died because 
of injured kidneys after ethylene. Because this is 
only one case I don’t lay any stress on that. We are 
looking for better anesthetic methods, and among 
those methods, we are trying spinal. I was present 
when Dr. Matas—I think it was in 1900—did the 
first spinal anesthesia in North America. It was 
in the treatment room, I very well remember. The 
patient got cocain intraspinally, and he had anes- 
thesia even of the scalp. Fortunately, he got over 
it over all right. 


I am using spinal at the hospital now because 
some of my friends want me to do it. I had a 
peculiar experience with spinal last winter. One 
morning we had two bad results. One of the bad 
results was a negro boy about 18 or 19, who after 
the anesthetic—which was for the amputation of 
the leg—developed acute nephritis. He got over 
that. The other was a patient in his fifties, who 
became speechless. We don’t know just when he 
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stopped speaking but he was speechless when he 
left the table. He died and an autopsy was held, 
but there was no evidence of cerebral hemorrhage 
which we suspected, and we don’t: know why he 
died, but one morning we had those two bad re- 
sults—nephritis in a boy and death in the other 
case not explained. 


I am going to conclude my remarks by calling 
attention to the complete muscular relaxation ob- 
tained with spinal anesthesia which is not equalled 
by that from any other form of anesthesia, and 
which makes it a very satisfactory form of anes- 


thesia for reducing fractures of the lower 
extremity. 
Dr. J. H.. Turner (Houston, Texas): As an en- 


thusiast of spinal anesthesia, I want to stress a 
few points. I can’t add anything. 


We have been using spinal anesthesia since the 
days when apothesine, novocain, etc., were used 
and the drug was not well stabilized. I do not 
believe in my experience I have ever seen a death 
from spinal anesthesia. I have seen some reactions 
that we thought were going-to be fatal before we 
got out of them. 


I think the secret now of the success of spinal 
anesthesia, is the refinement of technic and to re- 
ligiously adhere to that technic. We have adopted 
a technic which is laid down by Dr. Peyton R. 
Denman of our city that has been based upon hun- 
dreds of cases. Dr. Denman has tried various 
technics, but has gradually added refinement to ‘it 
which has worked out very beautifully indeed. By 
the use of this, a dreadful drop of blood pressure 
that you so often see »as been practically elimin- 
ated. A drop of 20 points in the blood pressure is 
rather unusual and if it does happen, it usually 
comes up and stays up. 


I think the first thing to stress is a small needle. 
The most important thing we feel is the posture 
of the patient and not to handle or bother the 
patient for 10 to 12 minutes after the spinal has 
been given. Better to not molest the patient until 
after the maximum of absorption has occurred. 
We have been using 330 milligrams of novocain 
with 1/32 of a grain of strychnia, adding this 
powder to sixteen drops of spinal fluid and inject- 
ing very slowly, and immediately elevating the 
patient’s head so that the drug gravitates down- 
ward. This must be particularly watched in big- 
hipped patients. It is the line of the spinal column 
that is important and not the table itself. 


Another little refinement in technic that is 
mighty nice, is your preliminary preparation of 
your patient. I think that veronal the night before, 
and two hours before going to the operating room, 
a large dose of morphin, will put your patient in 
a very good frame of mind for spinal anesthesia. 
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Many patients have a terrible fear of a spinal 
puncture. Personally, I certainly would want 
something to give me some courage before going 
into such a thing. The psychology of the patient 
when coming to the operating room in many in- 
stances accounts for the terrible drops in blood 


pressure and I think the essayists will agree with 
me on that. 


When I was an intern with Dr. Keys, back in 
1919, if spinal anesthesia was mentioned in his 
presence, he would likely run you out of the room. 
I had occasion to go back to his operating amphi- 
theatre, recently, and find him an enthusiast of it. 
In fact, he is using it on all bladders and bladder 
tumor cases and those cases which he is using the 
transportation of radium. 


We have always used spinal anesthesia for 
perineal prostatectomy and on most of the supra- 
pubic prostatectomy, second stage. We never hesi- 
tate to use it. We have had no distressing symp- 
toms since we have refined our technic. 


Dr. C. H. Moseley (Monroe): I just want to 
express something that to my mind is a fact, pos- 
sibly it may not be. I believe that sodium luminal 
and amytal is more poisonous than the medical 
profession has realized. There is such a thing as 
idiosyncracies to any drug or any food and possibly 
to any condition. We have seen people with a 
dysentery from using sodium luminal. We have 
seen people with their blood increased and the 
phenolphthalein down to 8. We thought it was 
from sodium luminal. The most dangerous person 
that I know is a veronal friend. I think the sale 
of sodium luminal ad libertum to the laity should 
be prohibited. I think it is poisonous, and I think 
the medical profession is dancing with a béar 
when they fool with it. 


Another thing I want to stress as it occurs to 
me, don’t lay all your nausea and vomiting on your 
anesthetic. The first thing that happens when you 
get a gall-bladder disease is nausea, and how in 
the name of heaven are you going to operate and 
not have vomiting the next day. Don’t lay it all on 
the anesthetic. The more I see of drop ether and 
the more accidents I see from other things, the 
more composed I am when I see somebody get up 
with a can and start dropping ether. 


I have been to school. That man interested me 
when he said, “I learned how,” and I thought if I 
started out to get my watch fixed, I would go to a 
man that had learned how. 


I am going to tell a little story. Gentlemen, this 
is true so help me God. We have an undertaker 
in our home town. (And this is the truth). This 
undertaker said: “My pa taught me how to do 
embalmin’ and he said that you mus’ have every- 
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thing all ready. Something might happen.” This 
applies to your spinal anesthesia and what not in 
medicine. Have everything just ready because you 
can never tell what’s going to happen, but back to 
my story. That undertaker said, “I went down to 


embalm a ‘nigger’ woman and I had everything 
ready, and I stuck the needle in her and she jerked 
her leg up.” A negro ran and asked, “Is that 
‘nigger’ dead?” The man answered, “She ain’t 
plumb dead, but she’s all right for embalming.” 


Dr. E. Denegre Martin (New Orleans): I rise to 
discuss another phase of this which has been hit at 
but not spoken of. I want to say that I am partial 
to ether. I don’t like to tell you how long I have 
been operating, but it has been quite a while and 
I have performed a number of operations. In my 
opinion, the safest anesthetic taking all cases re- 
gardless of character, is drop ether. For years 
and years we used drop ether. 


Dr. Fenno said that the nurses who give anes- 
thetics have had only six or seven weeks training. 
If not nurses, who will give our anesthetics? How 
many doctors are willing to devote their time to 
giving anesthetics after spending five years in col- 
lege to get a diploma? That situation started 
twenty years ago. We were among the first to 
have a woman anesthetist. We have never had a 
casualty. Don’t blame the nurse until you can get 
some one to take her place. After all, the surgeon 
is responsible, no matter what anesthetic you em- 
ploy. 


Dr. J. A. Danna (New Orleans): I have been 
practicing almost as long as Dr. Martin, and I 
remember using spinal anesthesia from the very 
beginning—from about 1902. I am using more 
spinal anesthesia than I ever did and I have never 
stopped using spinal anesthesia. So I believe spinal 
anesthesia has its place and is going to become 
more and more popular, but what I arose to say 
is not about spinal. 


Ether as an anesthetic is more applicable gen- 
erally and more easily administered than any other. 
If you will remember one thing about ether, you 
will probably have less bad results and that is this: 
get your patient thoroughly anesthetized in the be- 
ginning—first pop—and then go on and begin your 
operation. It requires very little anesthetic to 
maintain your patient under surgical anesthesia 
from that time on. 


I did an operation on a frontal lobe area the 
other day, and I told the anesthetist that I wanted 
the patient thoroughly under, but just as soon as 
he was under to stop the anesthetic until she saw 
he was about to wake up and then start the ether 
again. Drop ether, mind you. She got the patient 
thoroughly under and I started my work. We were 
about two hours on this case. 
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You know in some of these brain cases, you pfo- 
ceed very slowly. She never had to give another 
drop. We were finished before he required any 
more anesthetic. If you watch the average anes- 
thetist giving an anesthetic, you will see that she 
feels that she must push it to keep that patient 
thoroughly under, like sitting on him as it were. 
It is not necessary to do that and if you will remem- 
ber that, a good many of your bad results from 
ether anesthesia will not occur. 


Another point I would like to make is this: we 
hear about ethylene not being a dangerous thing 
to use. I believe ethylene, if you have to give it 
more than an hour, is a very dangerous thing. I 
know that I had a number of deaths from ethylene 
when we first started using it, and I can not feel 
that it was anything else but ethylene. In oper- 
ations lasting one hour or less, I give ethylene. If 
it is going to be over an hour, I may get them 
under with ethylene, but I use drop ether. 


Dr. Cassegrain (closing): The last word about 
anesthetics, of course, hasn’t been spoken. Differ- 
ent opinions voiced here prove it. The case that 
Dr. Fenno told us about was, of course, not a case 
for spinal. It is contra-indicated for all opera- 
tions which take less than thirty minutes. For 
such cases local anesthesia should be employed. 
There is no question but what local in the anes- 
thetic of choice. The difficulty comes in the selec- 
tion between spinal—which may almost be said to 
be a form of general anesthesia—between spinal 
and one of the methods of inhalation anesthesia. 


In a perfectly, healthy individual in good physi- 
cal condition, with a good anesthetist giving the 
anesthetic, I don’t think it makes very much differ- 
ence what type of anesthesia we use, but if we 
make a careful check of the patient—which I am 
sorry is not always done—which would include a 
complete survey of his physical condition and mak- 
ing note of any long spells of illness, then if you 
find the patient is below par—diseased kidneys 
or a bad heart, the question of what shall we use 
comes up. Ether, ethylene, or some other type of 
anesthesia? In my own practice, I have always 
felt that in those cases, where I can’t use local 
anesthesia and where I have a man below par, 
there is no question but that spinal is the anes- 
thetic of second choice, but the majority of men 
will limit their use of spinal to those patients in 
bad physical condition. If you are going to limit 
its use to those cases with damaged kidneys, bad 
livers and hearts, then you are not giving the 
method an impartial trial and, of course, you are 
going to get the worst reaction. Certainly cases 
of gall-bladder removed under spinal, and placed 
in bed side by side with patients who have 
had inhalation anesthesia, will show all the dif- 
ference in the world—no nausea, no vomiting, no 
distention. Gentlemen, it is a picture that once 


you have seen, it is hard to get around. I feel 
that spinal anesthesia has come to stay. I feel 
that it is a safe method, and under proper technic, 
using the method that has been advocated by Pit- 
kins, it is a very excellent and favorable form of 
anesthesia. 





A GENERAL CONSIDERATION OF THE 
TREATMENT OF SYPHILIS* 


C. M. SPECK, M. D. 


NEw ALBANY, MIss. 


In bringing this subject, The Treatment 
of Syphilis, before the doctors of Missis- 
sippi, I offer no apology because this is one 
subject that has not been brought to your 
attention through this association for 
twenty years and yet this disease is almost 
as prevalent as tuberculosis and its death- 
rate, directly and indirectly, is almost as 
high. It is a disease in which every doc- 
tor should be interested, whether he be a 
general practitioner of medicine or a speci- 
alist, because we all come in contact with 
it and are compelled to give treatment or 
advice. 


There is not a disease in the category of 
medicine that produces so much suffering 
and unhappiness as syphilis. It concerns 
the community, the state and the nation. 
“The poppies grow in Flander’s Field” has 
almost become our National Anthem. We 
weep and mop our tears as a result of this 
sad and necessary fact, yet heedlessly we 
go along, taking no stock.of the disasters 
befalling our friends and loved ones due to 
this disease. 


Ever since anything has been known of 
the race, ever since the first history, this 
disease has been taboo. The main thing 
that we need to check and to stop this almost 
national disaster is to put on a campaign 
of an educational nature. Sex physiology, 
anatomy, hygiene and pathology should be 
taught in our public schools. Our State 
Board of Health and other clubs and 








*Read before the Section on Medicine at the 
Sixty-third Annual Session of the Mississippi 
State Medical Association, Vicksburg, May 15, 
1930. 
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societies should be ever ready to give aid 
in the prevention and treatment of this 
disease. 


It concerns especially the relationship 
between the sexes. I have seen happy 
homes broken up and lives ruined as result 
of the improper management and care of 
these cases. I say management, which 
means something more than treatment. The 


average physician so often, desiring to get 
rid of the responsibility, will refer these 
cases to a specialist, which is all very well, 
provided they are accessible to the special- 
ist and have money sufficient to pay him for 
his services. This being a disease that is 
easily diagnosed and easily treated, it seems 
to me that the general practitioner is more 
able to cope with these cases than the speci- 
alist, especially since it is a question of 
economy with the patient. 


As I have said, the treatment is compara- 
tively simple, yet in many case it is complex 
and discouraging. Insufficient and improper 
treatment before a diagnosis is made is 
criminal. Syphilis is a relapsing disease 
and its treachery is well known and often 
gives false security to the patient when he 
is far from being well. 


The biggest problem that we have in 
America is this disease in the negro race. 
He comes to you with a chancre. One or 
two shots will immediately cure this ulcer. 
The patient is everjoyed at the relief of 
his symptoms and he feels that he is cured, 
so why should he subject himself to so 
unpleasant and expensive treatments? The 
white race, more or less, assumes the same 
attitude. The wise doctor will, therefore, 
anticipate this period at the beginning of 
treatment and will continually warn his 
patient of the dangers of relapses. I do 
not mean that the individual who has con- 
tracted this disease should have his life 
made miserable by constant fear of some 
terrible catastrophe. He should be encour- 
aged and reassured of a reasonably bright 
outlook and an ultimate cure, depending 
upon his cooperation with the doctor. 
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The greatest mistake in the treatment of 
syphilis is giving anti-syphilitic treatment 
without first making a diagnosis. This 
should never occur because we have access 
to our State laboratory, which is very effici- 
ent. I want to recommend to the doctors 
of Mississippi the use of our State labora- 
tory because I feel that iit is as efficient as 
any laboratory. I have repeatedly checked 
it up on a series of cases and have never 
found its diagnosis wrong. Of course mis- 
takes may occur, as they do anywhere, but 
I have never found them there. 


An important thing in the treatment of 
syphilis is to establish a regular system of 
treatment for the patient. When a diag- 
nosis is first made the physician should con- 
sider the patient’s general condition, his 
weight and sex. Then a definite plan should 
be made in regard to the course of therapy. 
This plan, however, should be made for the 
benefit of the patient and not the patient 
made to conform with the plan, because 
one cannot foresee what complications may 
arise that would be detrimental to the 
patient if this plan‘be strictly adhered to. 
A certain amount of flexibility must be 
reserved and an iron-clad rule is not only 
impractical but often dangerous. 


In considering the treatment of syphilis, 
time is a very important factor. It is evi- 
dent that to obtain rapid and permanent 
results in the treatment of any disease, we 
must begin early—the earlier the diagnosis 
the better. We must begin the treatment 
before the spirochaetes can gain hold into 
the deeper tisisues and inaccessible parts 
of the body. They are more easily destroyed 
by any of the anti-syphilitic drugs in the 
early stages of the disease. Nearly all cases 
that begin the treatment early have a very 
happy cure. In some cases, unfortunately, 
anti-syphilitic therapy surpasses active 
immunity and the treponaemes themselves 
seem to establish a resistance to the drugs. 
Another thing is that all therapeutic agents 
used in the treatment of syphilis are always 
more or less toxic. Therefore, we should 
be on our guard watching for toxic symp- 
toms in the patient. 
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In early syphilis, I use the old army plan 
of giving the patient two shots of neosal- 
varsan per week—especially in well pre- 
served and robust patients. In syphilitic 
patients who have a weak constitution or 
some complicating disease I only give one 
does of neo per week. In these weaker 
patients I start with not less than .0414 
grams. With the stronger ones I start with 
not less than .06 grams. I give them as a 
minimum ten doses of neo with the same 
number of shots of bismuth intra-muscu- 
larly. I prefer bismuth to mercury and per- 
sonally use PD’s thiobismol. I then wait 
four weeks and take a blood Wassermann. 
In the course of my first series of intra- 
venous injections of neo, I gradually in- 
crease the size of the dosage until by the 
last two doses I will be giving .09 grams of 
neo. I do not like the inunction of mercury. 
Patients do not cooperate with you in giv- 
ing mercury in this manner and the intra- 
muscular injection of mercury is often very 
painful. Therefore, I have abandoned the 
use of mercury in syphilis except by mouth 
and then only in the more chronic cases 
or in the intervals between the administra- 
tion of neosalvarsan. The use of bismuth 
in the field of anti-syphilitic treatment is 
very strongly entrenched in the profession. 
Some of the large clinics are using it now 
exclusively and in my hands it has given 
the best of results but it is yet to stand 
the test of time. 


Primary and secondary syphilic should 
be treated for at least two years with alter- 
nating, over-lapping courses of arsphena- 
mine and bismuth and with the iodides and 
mercury given in between as conditions 
would indicate. 


Syphilis of the bone or different organs 
should receive about the same treatment 
as primary and secondary syphilis. How- 
ever, the prognosis for a cure decreases 
the more chronic the case becomes. The 
fact that we come in contact with late syphi- 
litic lesions is either due to insufficient or 
improper treatment. We not only have 
syphilitic fast bacteria but we have a 
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patient that is growing older and- weaker. 
In most instances he has passed the -meri- 
dian of his life and the destructive. pro- 
cesses of his organs are greater than the 
constructive and besides, he has a‘ formid- 
able infection. Therefore, the prognosis as 
to cure is bad. However, a great many 
cases of nerve and brain syphilis can be 
greatly relieved as well as made comfor- 
table for many years under proper treat- 
ment and management. Proper education 
of the patient in regard to syphilis would 
considerably relieve the congestion of our 
insane hospitals and penal institutions. 


SUMMARY. 

The proper education of the public in 
regard to sex matters is our sheet anchor 
in the prevention and treatment of this 
disease. This education will bring about 


necessary legislation to offset some bad 
social practices. 


The course of the disease depends on 
proper diagnosis and early treatment. 


Mercury, arsenic and bismuth are still 
the main drugs in our armamentarium for 
the treatment of syphilis. 


Proper management of the patient.is a 
very important factor in the treatment. 


I wish to emphasize also the importance 
of making tests for syphilis in all: mental 
and nervous cases. 


Gentlemen, you can render no greater 
service to mankind than prolonging his 
procreative and sexual curse, the one in 
his present stage of civilization, he is most 
concerned about, by preventing these 
diseases. 


DISCUSSIONS. 

Dr. John C. Culley (Oxford): With regard to 
the use of the State laboratory, it is my opinion 
that we have one of the best in the South, and it 
is our custom to routinely send all cases to the 
State laboratory. I do not mean that you should 
send your pay patients there—those who are able 
to pay should do so, and we should not take advant- 
age of the State laboratory. But I think a routine 
Wassermann should be made on every patient, 
regardless of sex and age. If you do this you 
will keep from falling down on a lot of cases. J 
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want to express my appreciation of the service 
rendered to me by the State laboratory. I am 
especially interested in following the results of the 
flocculation test. I feel that many of us do not use 
this laboratory as much as we should. We ought 
to give our patients the benefit of all the tests we 
can. 


Dr. Ralph Bowen (Memphis): Although the 
essayist’s paper was limited to syphilis as seen in 
the adult I think it most opportune to make a few 
remarks regarding prepubescent syphilis and par- 
ticularly since Dr. Culley has made a plea for an 
earlier diagnosis by advocating a routine Wasser- 


mann in all cases. < 


This routine should be started not only with the 
adult but on all newborn—for in so doing many of 
our syphilitic problems would then have earlier 
treatment. 


In a survey conducted by Dr. P. C. Jeans, now 
of the State University of Iowa, two interesting 
observations were noted which have been substanti- 
ated by other workers. 


First, in no authentic case has he ever found a 
positive spinal fluid reaction if the blood gave a 
negative reaction. 


Second, in no case of interstitial keratitis has 
he found a positive spinal fluid. 


The first observation is of much interest since 
it is contrary to what might happen to the adult. 
It has also been shown that in very young infants, 
the Wassermann reaction is not always reliable, 
since non-syphilitic children may give positive 
reactions and syphilitic children may give negative 
reactions during the first two months of life. All 
children born of syphilitic mothers are not infected, 
but a healthy infant whose mother has a positive 
Wassermann reaction may have the fixing sub- 
stance transmitted through the placenta. In such 
instances, a Wassermann test of the cord blood, 
or on the infant’s blood during the first weeks of 
life, may show a positive reaction. It is also true 
that syphilitic infants not infrequently have nega- 
tive Wassermann reactions at birth while tater tests 
on them are strongly positive. In any suspected 
case of syphilis if the Wassermann remains nega- 
tive for two months after birth it can in the 
majority of cases be considered non-syphilitic. 


I would like also to add a few remarks regard- 
ing the drugs used in treatment. 


Of the various arsenicals used I prefer sulph- 
arsphenamine since it can be given intramuscu- 
larly or by vein. Due to the fact that many of my 
cases are from out of the city I treat them every 
six weeks. The treatment consists of three injec- 
tions ever a five-day period as follows: 
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(a) First day: 
1. Blood Wassermann. 


2. Lumbar puncture and spinal fluid Was- 
sermann if it is a new case or if spinal 
fluid has been previously positive. 


3. Sulpharsphenamine intravenously. 


4. Potassium bismuth tartrate intramus- 
cularly. 


(b) Third day: 
1. Sulpharsphenamine. 
(c) Fifth day: 
1. Sulpharsphenamine. 
2. Potassium bismuth tartrate. 


After first course, watch patient four 
days for signs of arsenic poisoning. 


A rest period of six weeks follows course of 
treatment. During the rest period the patient 
takes mercury with chalk by mouth, due to the fact 
the “rubbing” methods are frequently neglected. 
At the end of six weeks patient gets another 
course of treatment. 


Patient receives course of treatment every six 
weeks. 


(1) Until Wassermann becomes negative and 
remains negative for 3 consecutive 6- 
weeks periods. 


(2) Following this a Wassermann is taken 
every 6 months until patient is considered 
cured. 


(3) If Wassermann becomes positive, treat- 
ment is resumed. 


Patient is considered cured: 


(1) When there is no more manifest activity 
of infection, and 


(2) When the Wassermann has become nega- 
tive and has remained so for at least a 
year in infants, and two years in older 


children. 


(3) Most patients should be treated for at 


least 2 years. 
Dosages: 


(1) Sulpharsphenamine. 
.02 gm. per kilogram of weight. 
Begin with one-half this dosage. 


(2) Potassium Bismuth Tartrate with Butyn. 
-1 gm. is adult dose. 
to weight. 


Give proportionally 
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(3) Mercury with chalk. 








Under 2 years \% gr. T.LD. 
2 to 6 years % gr. T.1.D. 
Over 6 years 1 gr. T.I.D. 





In the event of an arsenical poisoning, give 
sodium thiosulphate intravenously, dosage .05 gms. 
per kilo of weight—in not more than 20 cc. of ster- 
ile water. 


In conclusion I would like to say that Dr. Speck’s 
paper is one which is always timely since syphilis is 
not unlike the poor, it will always be with us. 





PHYSICAL AGENTS IN THE TREAT- 
MENT OF GYNECOLOGICAL 
CONDITIONS.* 


FRANK HICKS WALKE, M. D., 


SHREVEPORT, LA. 


Physical therapy has revolutionized the 
treatment of gynecological conditions, and 
yet it would hardly seem possible for any 
physical agent to compete with surgery, for 
the reason that many fascinating and 
skillful operations have been devised and 
performed which have given satisfactory 
results for the alleviation and relief of 
pelvic distress and disease. Yet with all 
of these, surgery has not always given the 
necessary and hoped-for relief—so new 
methods are introduced whereby perma- 
nent and positive results can be obtained. 


Again, there are cases which yield to 
neither medication nor surgery; therefore, 
it is fitting and proper that we adopt phy- 
sical measures for this aim. Yet on the 
other hand, it would be very unwise and 
extremely empirical to say that physical 
therapy will act as a panacea in every 
case, and that the prevailing methods 
should be disregarded. As it is the fore- 
most duty of every physician to use all 
means in his power to secure for his 
patients the most beneficial and lasting 
results, he must not hastily abandon the 
old and accept the new. Still, with the 
advances made among other branches of 
medicine, the gynecologist is ever on the 
alert for something tangible for the ameli- 


*Read before the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 
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oration and cure of pelvic pain with its 


‘anxiety, anguish and suffering; and physi- 


cal agents are fast filling this long-felt 
need. 


The physical agencies used in the treat- 
ment of gynecological conditions are the 
galvanic, sinusoidal and high frequency 
currents; also, radiant light and ultra- 
violet energy. However, it is not neces- 
sary to have elaborate equipment to secure 
the best results; but these are obtained by 
carefully selecting the proper agency to 
suit the case at hand. Each case is indi- 
vidual, and due consideration should be 
given it, rather than compel the case to 
fit the agency. 


Speaking from personal experience, I 
prefer the galvanic, high frequency, ultra- 
violet, and actual cautery, to all others. 
There are two factors which will deter- 
mine the specific agency to be used, which 
are, first, the exact pathological condition 
to be treated; and second, an accurate 
knowledge of the physics of the agency 
employed. It is essential that an abso- 
lutely correct diagnosis be made and a 
through understanding of the minute, as 
well as the gross, changes in the tissues 
themselves. On the other hand, it is of 
equal importance to know what to expect 
of a given agency. To use the impropers 
in a haphazard manner would be as fool- 
hardy as it would be to administer a large 
dose of calomel to a typhoid patient in 
whom a perforation was imminent. Above 
all things, accuracy in both diagnosis and 
agency must be stressed, else much harm 
will be done the patient, and much embar- 
rassment befall the physician. Yet, with 
the correct diagnosis and proper agency, 
more gratifying results can be obtained 
with physical therapy than with all others. 


The cases amenable to physical therapy 
are amenorrhoea, dysmenorrhoea, gonor- 
rhoea, leucorrhoea, endocervicitis, endo- 
metritic, salpingitis, ovaritis, metorrhagia, 
menorrhagia, and a number of obscure 
conditions which present no pathological 
lesion, yet cause more or less discomfort. 
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Anal fissures, caruncles, polyps, small 
benign tumors, infected Skenes and Bar- 
tholins glands, chancroids, venereal warts 
and early accessible, malignant neoplasms 
yield to electro-surgery. Roentgen-ray 
and radium are both physical agents, but 
they have been purposely omitted in 
this paper because they do not enter into 
the actual routine treatment of gynecologi- 
cal cases. 


In discussing the conditions amenable 
to physical therapy, the first will be a very 
common one, dysmenorrhoea, in the ordi- 
nary meaning—painful menstruation 
which necessitates actual time lost from 
household and business‘ duties. A typical 
example—a young lady, married or single, 
age ranging from seventeen to twenty-five, 
under-nourished, obstinately constipated, 
has irregular habits as to eating and sleep- 
ing, has long working hours, get neither 
sufficient exercise nor fresh air, comes to 
you because of pain during her menstrual 
period. Her personal history is that she 
began to menstruate at the age of thirteen 
to fifteen years, was very irregular at first, 
but now varies only a few days in her 
periods. She suffers with backache nearly 
all the time, which is aggravated as the 
menstrual time approaches. Her pain is 
further augmented by the onset of the so- 
called menstrual cramps. What shall be 
done with such a case? Operate? No. It 
would require on operation so extensive as 
to completely unsex her, leaving all the 
psychic neuroses to follow. Then what is 
the remedy? Physical therapy. 


The method of procedure, in my own 
personal experience, is to take a careful 
history of the case, even going into minor 
details; after which is made a complete 
physical examination, including a minute 
one of the pelvic organs. This can be 
done through the vagina in the married, 
or through the rectum in the unmarried. 
The patient will not encounter any embar- 
rassment if properly handled with the 
assistance of a tactful nurse. Many things 
of importance will be revealed, the size, 


shape and position of the uterus, any 
tumors, if present, any enlargement of the 
tubes and ovaries and any discharges, 
glandular enlargements, character of 
mucous membranes, the presence or ab- 
sence of veneral wart® chancroids or 
chancres, and any other significant finding. 


The usual findings in such cases as the 
one described, are a small under-developed, 
retroverted uterus, tubes rarely involved, 
but tenderness to pain about one or both 
ovaries. By the process of elimination and 
deduction, it is concluded that the lack of 
development is due to improper enerva- 
tion, which against suggests faulty nutri- 
tion to the organs, as well as the cells 
themselves composing them. The diagnosis 
confirmed, and all errors of habits and hy- 
gene corrected, as far as practically possi- 
ble, the proper agency is selected. Here is 
needed nutrition and cellular exercise or 
massage. As nourishment is derived from 
blood, and an excess of this element is de- 
sired locally, diathermy is used for this, 
while the sinusoidal will furnish the exer- 
cise. The technic of application is to place 
a suitable sized block tin electrode over the 
lower abdomen just above the pubis and 
another of like material under the sacrum 
and buttocks, and give diathermy to toler- 
ance for the thirty minutes; which is fol- 
lowed by a very few minutes of the rapid 
sinusoidal current. The treatments are 
given daily for a few days, then every other 
day until cured. My own routine is to give 
ten treatments, then treat a few days prior 
to menstruation, over three menstrual 
cycles. 


The amenorrhoeas are treated in a much 
similar manner to dysmenorrhoea. Be care- 
ful to exclude pregnancy and ectopic ges- 
tation, as well as large, well-defined pelvic 
abscesses. If the patient is a married 


woman, a vaginal electrode is substituted 
for the posterior block tin electrode. Al- 
ways use a vaginal electrode which con- 
tains a thermometer, for mucus membrane 
is less sensitive to heat than skin, else 
there is a possibility of producing a burn 
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in the vagina which may give rise to un- 
pleasant complications. 


Gonorrhoea in the female has always 
been a difficult problem. None of the many- 
time honored remedies are efficient in all 
cases. However physical therapy comes 
nearer being specific than all others. A 
technic which has proven very successful 
in my hands is as follows: 


After the customary examination of 
smears from vagina, cervix and urethra, 
to determine the extent of the infection, I 
begin by cleansing the vagina and cervix 
of all mucus discharge, by using an alka- 
line antiseptic solution. With the speculum 
still in place, cotton, soaked in boric acid 
solution, is packed in the vagina well in the 
cul-de-sac and snugly against the cervix. 
In the center of the cotton is placed the 
end of the cord leading from a post of the 
high frequency machine. The speculum is 
carefully removed, and with a little prac- 
tice this can be done without disturbing 
the pack. A block tin: electrode is placed 
on the abdomen and connected to the other 
terminal of the machine. The current is 
turned on gradually and increased to point 
of tolerance, and allowed to run for thirty 
minutes. Care must be taken not to over- 
heat; and to get an idea of the amount of 
heat being generated, place a finger against 
the cotton at frequent intervals. A ther- 
mometer can be inserted between the cot- 
ton and vaginal wall, but this is not as 
satisfactory as the finger method. After 
the alloted time has elapsed, remove the 
pack and apply a ten per cent mercuro- 
chrome solution to the vaginal mucous mem- 
brane and cervix, and a tampon soaked in 
a one per cent solution of ichthyol in gly- 
cerine is introduced into the vagina. A 
sanitary napkin is applied to the vaginal 
outlet to prevent soiling the patient’s 
clothes. This tampon is removed the fol- 
lowing day by the patient and a hot douche 
taken in the recumbent position. The treat- 
ments are repeated every other day until 
the gonococci disappear, which is usually 
in three to five treatments. Should the 
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cervical or urethral smear remain positive 
while the vaginal one is negative, a Corbus 
Thermophore is applied to these orifices in 
the usual manner, and this treatment kept 
up until all suspicious diploccocci have dis- 
appeared. In the unusually stubborn cases, 
a strong sinusoidal current is added to 
force pus and debris from the various crypts 
and glands in and about the vagina. This, 
also acts as a tonic to the tissues of these 
parts. The results obtained by this method 
of treatment are little short of marvelous, 
and are extremely gratifying to both pa- 
tient and physician. 


Leucorrhoea, endocervicitis and endome- 
tritis are treated with diathermy, galvan- 
ism and actual, cautery. Leucorrhoea is a 
sympton which indicates an underlying 
cause such as chronic constipation, the so- 
called “run-down” condition, lack of proper 
care at menstual periods, malpositions 
of the uterus, or a cervical tear with ulcer- 
ation and: infection. The cause must be 
looked for and corrected before instituting 
any form of treatment. Should it be due 
to a cervical tear, physical therapy will 
not do a trachelorraphy for you, but, with 
its use, the tissues will be placed in a 
better condition for this operation. In my 
opinion, leucorrhoea in most cases is due 
to cervical erosions along with-a low grade 
infection. If the erosion is present in a 
larger degree, the actual cautery applica- 
tion or electro-coagulation are the best rem- 
edies. If the cervix is not eroded, and its 
mucous membrane is smoothe and shiny and 
only the characteristic thick tenaceous se- 
cretion is oozing from the external os, 
galvanism is the proper agency. Before 
instituting galvanism, however, the re- 
action of the secretion is tested with litmus 
paper. If this secretion is alkaline, which 
most of them are, positive galvanism is 
applied, and if acid, the negative is used. 
The technic is simple. First, adequate 
drainage of the cervix must be established, 
so a suitable sized electrode is introduced 
into the cervix and the other electrode is 
placed on the abdomen or back, as pre- 
ferred. The cervical electrodes are of cop- 
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per, zinc, silver, or either of these amal- 
gamated with mercury. The current is 
given to tolerance and is allowed to con- 
tinue for twenty or thirty minutes, fol- 
lowed by the sinusoidal current, which adds 
massage and tone to the cervical muscula- 
ture. Diathermy may be substituted for 
galvanism, but the latter has been more 
successful in my hands. A combination of 
both diathermy and galvanism can be ad- 
vantageously used in stubborn cases. 


Another method of service in treating 
leucorrhoea, and one often overlooked, is 
the use of the glass vacuum or non-vacuum 
electrode in the vagina, with the current 
taken from the Tesla post. Beside heat, 
ozone is eliminated, which acts as a steril- 
izing agent to the non-pathogenic bacteria 
present, which undoubtedly add irritation 
to the alreadp germ-laden mucous mem- 
brane. 


Endocervicitis and endometritis are 
treated in the same manner as leucorrhoea, 
with the exception that the electrode is 
passed higher into the cervical canal or 
body of the uterus. Also, if the cautery 
is used, it is applied higher up in the cervi- 
cal canal using a convenient point for this 
treatment. 


Chronic salpingitis is another disease 
which yields to physical agents. Here di- 
athermy is the method of choice. A Chap- 
man vaginal electrode is placed in the 
vagina ‘and one of block tin placed on the 
abdomen, and the current is allowed to pass 
for thirty minutes. The gonoccocal type 
will be most benefitted because the thermal 
death point of this organism is low. In 
the fibrous type, following low grade in- 
fection, a combination of diathermy and 
negative galvanism give excellent results. 
Occluded Fallopian tubes are made patent 
with this combination, and I have had 
two cases where pregnancy developed 
after several years of seeming sterility 
existed. 


Mild ovaritis and ovarian neuralgia, due 
to exposure to cold and wet, long auto- 
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mobile rides and the like, readily respond 
to radiant and infra red heat and diather- 
my. The patient is placed in the recumbent 
position and the light is exposed to the 
abdomen for thirty minutes. This brings 
about a perceptible hyperemia, which is 
sedative in effect; however, if the pain 
remains after this application, diathermy 
is administered. One such treatment will 
often afford immediate relief. However, 
two or three are sufficient in the more 
aggravated cases. 


Menorrhagia and metorrhagia are al- 
ways troublesome symptoms. Ruling out 
malignancy, positive galvanism may sup- 
ply the necessary relief. Copper electrodes 
are always preferred, because of their 
astringent properties. Electrodes can be 
placed either in the uterus or in the 
vagina against the cervix. Treatments are 
given at four or five day intervals, until 
bleeding ceases. In cases of subinvoluted 
uteri, the treatment is prolonged until they 
return to normal. 


Electro-surgery, either with the cutting 
current or electro-coagulation has an enor- 
mous field in gynecology, urethral carun- 
cles, uterine polyps, Skenes and Bartholins 
gland infections, chancroids, veneral warts, 
cervical ulcers, cervical cysts, anal fissures, 
and early carcinomas of the cervix are ad- 
mirably treated by electro-surgery. The 
treatment of these is an office procedure, 
as most of them require only local or no 
anesthetic. The operations are bloodless, 
and no shock is produced. 


Also,: physical therapy furnishes relief 
in many cases which show no pathological 
lesion as vaginismus, painful coitus, post 
operative pain and a great number of 
psychic and neurasthenic conditions. Va- 
ginismus and painful coitus are treated 
with mechanical vibration. Post-operative 
pain is due most always to small sensory 
nerves being impinged by scar tissue, and 
if the operation is of recent date, diathermy 
is first choice; but if remote, negative gal- 
vanism is the current indicated for its 
chemical effect in softening fibrous tissue. 





— © = -§; Le 


LH as wm 


se Oo wer ww 





WALKE—Physical Agents in the Treatment of Gynecological Conditions 


The sinusoidal current is used in connec- 
tion with either agency. Gynecological 
psycho-neuroses are all benefitted by physi- 
cal therapy. The fact that something real 
is being done enables them to help them- 
selves. It puts fight in their make-up, and 


builds up resistance, which oftimes con- 
quers their mental impressions. 


The contraindications for physical ther- 
apy in gynecology are very few. Pyosal- 
pingitis, or an accumulation of pus in 
the cul-de-sac is the fist and foremost. 
Diathermy applied to such will not only 
aggravate, but may possibly cause rupture 
of a pus tube, setting up a violent peritoni- 
tis. It may be of passing interest to state 
that diathermy can be a means of prov- 
ing a diagnosis of pus. A mild treatment 
is given and the reaction noted. Should a 
rise of temperature, and abdominal pain 
follow, it is strongly indicative of the pres- 
ence of pus. Should such phenomena occur 
after a regular treatment, the patient is 
immediately put to bed, with an ice-bag 
over the abdomen, and hot vaginal douches 
given, or surgical interference might be- 
come necessary if. the symptoms do not 
subside. Besides purulent conditions, preg- 
nancy and ectopic gestation precludes the 
use of physical therapy. 


CONCLUSIONS. 

It may be emphatically stated that 
physical therapy is a powerful agency 
for good in the treatment of pelvic dis- 
eases. Much pain and suffering can be 
relieved. Many operations can be deferred. 
but, this cannot be done unless two car- 
dinal points are borne in mind, and these 
are, first, correct diagnosis, and second, a 
genuine acquaintance with the physics of 
the agency pressed into service. When 
these are known, the many ills laid to the 
lot of woman may be happily eliminated 
by the application of Physical Therapy! 


DISCUSSION. 

Dr. John B. Younger (Shreveport) Time is 
growing near and I know the chairs are getting 
mighty hard. I am glad to make it as short as 
possible. 
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In the first place, I wish to state that I certainly 
enjoyed the paper just read. 
conservative. 


It was very ultra- 
Perhaps no particular modality or 
many modalities have been condemned and no 
more have been more overrated than this particu- 
lar phase in the subject of gynecology. 


It gives me great pleasure to discuss the paper 
just read because it presents practical facts and 
is not infiltrated with an atlas of statistics—most 
of all, it is written on an ultra conservative basis. 


Perhaps physical modalities, especially with ref- 
erence to gynecological work, is the most over 
advertised and at the same time one of the most 
condemned of any modality of the physician’s 
armamentarium today. 


When we consider the viewpoint of many 
authors as well as the sales talk of many retail 
men and salesmen making such extravagant claims 
attempting to convince the Doctor that the ma- 
chine will do all—almost even collect the bill, 
no wonder we find many mechanical devices in 
the corner of the anti-room covered with cobweb 
and dust. 


May I here endorse what was said regarding 
necessity of diagonsis, work and action of your 
agents, both machine and tissues, before you can 
think of applying these modalities in an intelli- 
gent fashion. 


In the treatment of many conditions associated 
with salpingitis or gonorrhea, I feel physical ther- 
apy is all right as an adjunct to medicine and 
surgery. It is claimed that by diathermic heat 
gonococci can be killed within the living tissues 
without damaging the vitality of the structure con- 
cerned. As an essential item there are always 
quoted the traditional assertions concerning the 
hypersensitiveness toward heat of the gonococus; 
however, laboratory experiments have proved that 
if cultures of gonococci are exposed to heat per- 
missible in the living subject, the overwhelming 
majority of them will remain alive; so, therefore, 
the direct destruction in the living tissues by heat 
of pathogenic germs is still an unsolved problem. 


I will briefly give you my technic in the treat- 
ment of the following: 


1. Uretheral Caruncle. 

2. Bartholonian Abscess. 

3. Venereal Wart. 

4. Endocervicitis. 

Personally, I could not get along without the 


cutting or undamped current. I feel it is superior 
to the cautery in the treatment of cervical lesions. 
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Leucorrhea is an objective symptom of endo- 
cervitis, while back ache, pelvic pressure, pelvic 
pains, lassitude and nervousness are subjective 
symptoms. There is clinical evidence that an in- 
fected cervix may be responsible for systemic dis- 
turbance, arthritis, etc., just the same as infected 
tonsils, sinuses and teeth, so it is just important to 
treat cervicitis as any other foci of infection. So 
the aim in treatment is to remove or destroy the 
glandular tissue of the endocervix. 


My method is to remove the tissue by coring 
out the cervix with the cutting current. Method: 
—vs Copper Ionization. Cauterization of the cer- 
vix with the cautery has given satisfactory results 
We know 


the cautery is an agent that heated outside of the 


and is a well established procedure. 


body and in place of the body being active is in 
reality passive as to heat formation; hence, car- 
bonization results and this is undesirable because 
carbonized tissue acts as an insulation which pre- 
vents the penetration of heat sufficient to cure 
unless done under operating room conditions. 


Also the cautery promotes scar formation which 
often times is responsible for a stenosis, also sec- 
ondary hemorrhage is more likely to occur. 


Howard Kelly is the only one I know of that 
has attempted to explain why biterminal current 
does not tend to produce scar tissue. 

Dr. A. J. Thomas (Shreveport) 
tunate that such a valuable subject, such an able 


It is unfor- 


presentation of treatment by physical therapy, as 
Dr. Walke has presented, should be last on the 
program instead of the first. 


Everything the Doctor has said as to what it 
will do, I will agree with, because he has had 
many years of actual experience in this line of 
work and has had above average favorable results. 
Many of you who have not had sufficient experi- 
ence in this line of work may be over enthusiastic 
and it is necessary to use the brakes, but the medi- 
cal profession shouldn’t have the brakemen func- 
tion continuously in applying the brakes. The 
treatment of gynecological lesions by means of 


physical therapy is a progressive step in the non-_ 


surgical treatment of these conditions and in prop- 
erly selected cases, using standard technic with 
your electrical equipment functioning efficiently 
and properly controlled, more favorable results 
will be obtained by such treatment than can be 
secured from any other line of non-surgical treat- 
ment. 
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Everybody is tired and all that sort of thing, 
but I wish to stress a few things the Doctor has 
brought out. 


Electricity as a therapeutic agent in gynecol- 
ogical lesions should be considered in the light 
of modern developments in both etiology and 
diagnosis on the one hand, in the transformation 
of electrical energy within the body into heat, 
chemical action and stimulation of function on 
the other, it being definitely determined that all 
animals are energy transformers. In this line of 
work there are two pathologic factors which, if 
given electro-therapy, the end results of treat- 
ments will be in the failure group. These two 
factors are pus tubes and earl malignancies. 
Especially in the primary lesions of the uterine 
cervix, unless the invaded zone is completely de- 
stroyed, this treatment will stimulate the cancer 
cells’ production with an aggravation of the local 
and clinical symptoms, especially the vaginal dis- 
charge and the hemorrhage. In the pus tube cases, 
the results are usually an acute flareup with fever, 
lower abdominal pains and soreness. Diathermy 
and galvanism are very useful in the above con- 
ditions as diagnostic agents and could be used in 
doubtful cases for the above mentioned reasons. 


In the treatment of gynecological cases by 
means of a physical therapy a good rule to follow is 
this: After three or four treatments, if there is 
no improvement or the clinical symptoms appear 
to be aggravated, check up on your diagnosis be- 
fore it is too late as your treatments may be con- 
tra-indicative. 


Dr. J. D. Kilgore (Minden) I do not feel that 
I can add anything to Dr. Walke’s valuable paper 
with the exception of a few points that I would 
like to mention. 


In giving diathermy the temperature of the 
parts is raised and the circulation is increased, 
so where you have hemorrhage or suspect hemor- 
rhage diathermy is contra-indicated. It is also con- 
tra-indicated during mensturation. 


Diathermy is contra-indicated in all cases where 
you have pus under pressure, with the exception 
of pus tubes. 


Dr. Walke (closing) I am sorry that I could 
not finish my paper due to insufficient time, but 
same will be published in full in the Journal. 
Physical agents do have a place in gynecology, 
especially the so-called border line cases where 
neither medicine or surgery will cure. 
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Physical agents are either thermal, chemical or 
mechanical in effect. The thermal refers to heat 
or cold. Heat in the form of lights moist packs, 
infra red or diathermy. Heat may be conductive, 
convective or conversive, and may be localized in 
any part of the body as desired. Chemical agents 
are used where the chemistry of the body may be 
changed. The galvanic current. and ultra violet 
energy are the best chemical agent. Mechanical 
agents are used for cellular massage and exercise, 
and include the sinusoidal current, vibration and 
massage. 


Some one asked about treatment of leucorrhoea. 
This, of course, is a symptom rather than a dis- 
ease. In my opinion, most case of the simple type 
are due to cervical erosions. These are nicely 
handled with the actual cautery or galvanism. 
Both are office proceedures. If there is a tear in 
the cervix or endocervicitis present, the tear must 
be repaired and the endocervicitis treated with the 
actual cautery. Clear up any infection before 


doing any operation. 


In answering the doctor about the place of ultra 
violet in gynecology, I beg to say that both the 
water and air cooled lamps are useful in these 
conditions. If it is local effect on a cervival or 
vaginal lesion, the water cooled lamp is best, 
while if the general body chemistry is to be 
changed body irradiations of the air cooled lamp 
must be used. Ultra violet energy is the most 
powerful fixer of calcium and phosphorus we have. 
You can give calcium by mouth to point of almost 
saturation and still not fix it in the tissues where 
it belongs; ultra violet will do this very quickly 
and efficiently. 


Gynecological patients are usually “run down” 
and show secondary anaemia. Ultra violet will 
Endocrine disturb- 
ances are remedied by ultra violet, and every 


act as a tonic in such cases. 


gynecologist knows that endocrine imbalance 
causes a number of gynecological conditions. 


In conclusion, I wish to. thank the doctors for 
the cordial reception and discussion of my paper. 
I wish we had more time to discuss the subject. It 
has been a pleasure to present such a paper to 
you, and those who are interested, I will be glad 
to talk to you about it or give you any special 


kind of technic. I again thank you. 


BERI-BERI: ITS MEDICAL AND 
ECONOMIC INTEREST AND 
SPECIFIC TREATMENT.* 


A. B. PAVY, M. D., 
OPELOouSAS, LA. 


INTRODUCTION. 


Four years ago this month I enjoyed the 
privilege of discussing before this society 
the specific treatment of beri-beri. This 
evening I experience an even greater joy 
in this same privilege because I have lived 
to see my contention, which was ridiculed, 
now proven to be true. “He laughs best 
who laughs last.” You will recall, I con- 
tended that beri-beri was caused by some 
specific bacterium and offered you an 
effective specific treatment. It should be 
of interest to you to know that Japanese 
physicians at Chiba, Japan,+ have satisfac- 
torily confirmed this contention and proved 
the bacterial etiology of this disease, their 
excellent research having been published in 
the Journal of the American Medical Asso- 
ciation of April 20, 1929. Humanity owes 
them a lasting debt. 


The art of medicine is in observation and 
this art should be religiously preserved. 
Knowledge of scientific truth enhances the 
facility of its application. Clinical obser- 
vations have often preceded scientific truths 
and the precise employment of the art and 
science of medicine in applied therapeutics 
has been a boon to humanity. 


Whatever we have learned'of medicine is 
no peculiar possession of our own, we owe 
it to our profession that has purchased it 
at a tremendous loss of human life and 
suffering, through countless days and nights 
of devotion to duty and unselfish sacrifice 
to the cause of humanity. Yes, with this 
fine profession of ours, it shall ever be 





*Read before the Seventh District Medical 
Society, June 28, 1930. 

+S. Matsumura, G. Kakainuma, K. Kawashima, 
K. Tahikawa, S. Ochiai, R. Miyaya, K. Fujisaki, R. 
Kanao, K. Noguchi, K. Aoki, T. Sato, K. Ito and 
M. Suzuki. The etiology of beri-beri. J. A. M. A. 
92:1325, 1929. 








560 


“Noblesse oblige.” It is in this spirit that 
I offer you a triumph of the art of clinical 
medicine in the therapeutic conquest of a 
malady as old as antiquity. I insist on the 
recognition of its specific treatment. 


THE MEDICAL AND ECONOMIC INTEREST OF 
BERI-BERI. 

The medical and economic interest of this 
malady is manifold. In the first instance, 
beri-beri is the cause of a considerable 
economic loss in labor and in life in dis- 
tricts where rice is the chief article of diet 
and where there exists a general lethargy 
as regards the enforcement of the pure 
food and drugs act, or where such legisla- 
tion does not exist. It is only through 
proper enlightenment of the profession and 
the lay public that the prevention of this 
malady can be secured. It cannot be denied 
that beri-beri is the cause of a certain per- 
centage of deaths from heart disease. The 
prevention and cure of this disease will 
render the economic loss in this instance 
negligible. 


Inasmuch as rice, wheat and macaroni 
are quite widely used articles of diet and 
are the possible carriers of this infection, 
a comparative study of the bacteriology of 
the inferior grades of these foods, with 
cases of acute and chronic cardio-renal con- 
ditions (in the light of the findings of the 
Japanese physicians) might reveal a greater 
percentage of cases of unrecognized masked 
beri-beri than we suspect; however small 
the percentage may be, it is worthy of 
investigation. Clinically, it has been my 
experience that beri-beri is responsible for 
an appreciable incidence of cardiac dis- 
ease—in this locality at least. Routine 
agglutination tests for the organism of 
beri-beri in all cases of cardio-renal disease 
of obscure etiology may reveal valuable in- 
formation. The type of paralysis met 
with in beri-beri, peripheral polyneuritis, 
is not an uncommon accompaniment of 
many diseases. Here we may mention 
lues, alcoholism, pellagra of alcoholic 
origin and recently the so-called “jake 
paralysis.” 
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Beri-beri is of interest to students of 
nutrition who class it as a vitamin de- 
ficiency disease. I challenge the adherents 


of such a theory to cite one instance 
in human medicine of the cure of beri- 
beri with vitamins. The brilliant results 
obtained by students of nutrition in 
the study of vitamins indicates the vital 
importance of such substances in nutri- 
tion. Their work merits the praise of 
scientists and practitioners of medicine 
generally; however, their honest and sin- 
cere efforts in furthering the cause of 
science and contributing to the welfare of 
humanity do not deserve the cheap publicity 
indulged in through paid advertisements in 
the medical and lay press by certain com- 
mercial houses and unethical drug firms 
who employ the term vitamin to exploit the 
ills of humanity. 


I have studied the literature carefully 
and it appears that all evidence in human 
medicine offered in support of the vitamin 
deficiency theory of beri-beri has been in 
the nature of prevention ; commendable 
indeed and indicative of the brilliant 
accomplishments of preventive medicine. 
That vitamines play a role in the etiology 
of diseases generally is here conceded. 
Avitaminosis, or the absence of vitamins, 
is a predisposing factor in disease, the 
chief exciting factors are bacterial and 
plasmodial. 


THE SPECIFIC TREATMENT. 


The science of medicine has proved the 
exciting cause of this disease, and now the 
art of clinical medicine offers its cure, while 
long years before the science of hygiene 
was rightfully accredited with its preven- 
tion. Its conquest is now complete. 
Urotropin (hexametheleneamine) is the 
specific remedy for beri-beri. This state- 
ment will naturally provoke criticism, but 
only those who have had considerable ex- 
perience in the therapeutic value of this 
drug as compared with the therapeutic 
inefficacy of vitamins in the treatment and 
cure of beri-beri in humans are entitled to 
speak. 
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The mode of employment of urotropin in 
the treatment of beri-beri is as follows: 
Given a case of beri-beri, either wet or dry, 
first seek the source of infection in decayed, 
cheap rice, old macaroni, or decayed wheat 
flour, and insist on their discontinuance. 
This is important because there is no cure 


with constant reinfection. An adequate 
diet of carbohydrates, fats and proteins as 
is found in milk and eggs, meat and bread 
should be recommended. For the milder 
cases a saline purgative every second morn- 
ing preceded by calomel, grains 6 at the 
onset, with 714 grains of the very best 
grade of urotropin every four hours, 4 doses 
a day, will suffice to relieve the pains in the 
legs and gastric discomfort in 48 hours. In 
three or four days the dyspnea and cardiac 
palpitation are relieved, something which 
has never been accomplished by feeding 
- vitamins. In 15 to 21 days cure can be 
expected. For the acute and more advanced 
cases the same treatment as above is 
employed, the only differences in treatment 
lie in placing the patient in bed and employ- 
ing more drastic purgative measures. For 
the less affected of this class, 14 glass of 
Pluto water or other saline every morning 
for eight days and then every morning for 
21 days; urotropin 71% grains every 4 hours, 
4 doses in 24 hours, should cure in 21 to 
28 days. The more obstinate cases of this 
class have to receive 4 to 6 grains of 
calomel! and 1/3 grain of podophyllin every 
fifth night given in 2 grain doses at hour 
intervals followed by a saline. Urotropin 
as above. When relief from dyspnea and 
palpitation is obtained and the heart action 
improved, the saline purgative is given 
every morning and the urotropin is con- 
tinued regularly every 4 hours, 4 doses in 
24 hours. These patients are usually re- 
lieved in eight days and cure can be exrected 
in six weeks. 


The writer must caution against the 
cheaper grades of urotropin. The very 
best preparations when given in plenty of 
water have never caused stranguary nor 
hematuria and have invariably proven 
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effective in the treatment of this malady. 
Should such an accident occur, cessation of 
the remedy for two or three days is ad- 
vised. After 10 or 15 days of the use of 
urotropin it is always advisable to allow 
three or four days off in the treatment to 
secure the best effect of this remedy. 


This treatment for beri-beri has never 
failed, is not a preventive and does not 
confer immunity any more than quinine 
given for six weeks assures against an 


attack of malarial fever the following 
month or year when exposed to the disease. 
Fallacies in this treatment are due to mis- 
taken diagnoses or failure to recognize 
associated complications that are common 
to any disease. In this particular instance 
in the Southern States we may mention 
malarial fever, hookworm disease and 
pellagra. 


SUMMARY. 

The bacillus of beri-beri, discovered by 
the Japanese physicians of Chiba, Japan, 
is recognized in this paper as the chief 
etiologic factor in beri-beri. 


Urotropin (hexamethe'eneamine) is a 
specific for beri-beri. 


Vitamins have no specific curative value 
in beri-beri. They are recognized as vital 


elements of nutrition and avitaminosis 


should be regarded as a_ predisposing 
factor in disease. 


Beri-beri is of medical interest because 
of its peculiar selective action on peripheral 
nerve tissue causing peripheral polyneu- 
ritis, local or general edema, and acute or 
chronic cardiac impairment often terminat- 
ing in death from acute cardiac dilatation. 
Further, the specific agglutination test for 
the bacillus of beri-beri may reveal a far 
greater incidence of this malady than is 
suspected. 


Beri-beri is of economic interest because 
of the useless sacrifice of labor and life 
owing to the non-enforcement of the pure 
food and drugs act of June 6, 1906. 
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COMMENT. 


It has been deemed advisable to include 
only a few cases typical in character. A 
repetition of such cases makes the subject 
burdensome and we shall content ourselves 
with a personal examination of other cases 
here presented. 


CASE REPORTS. 


Case 1: A. L. P., O. L., white male, aged 20 
years. March 1, 1923. 

Complaint: Nocturia, indigestion and “fast 
heart.” 


Previous Illness: Negative except for dysentery 
as a child. 


Venereal History: Negative. 


Social History: Unmarried man of moderate 
circumstances, accustomed to eating plenty of rice. 


Present Illness: Began about one month ago 
when he noticed that he had to arise often at 
night to urinate and subsequently began to suffer 
with indigestion, cardiac palpitation and occasional 
spells of dizziness. Here he applied for medical 
attention. 


Examination: Nothing unusual was found to 
exist, except low specific gravity of the urine. His 
reflexes were normal and there was no swelling 
or pain in the legs. Because of the rapid heart 
a possibility of incipient thyroidism was suspected; 
the patient was given a purgative and sodium 
iodide in 15-grain doses three times a day. He 
returned March 9 with complaint of swollen and 
painful legs. Upon further examination a car- 
diac rate of 130 standing was observed, no mur- 
murs, no enlargement of heart, respiration 30. His 
legs were swollen up to the knees, painful and 
pitted on pressure. His gait was peculiar, with 
legs spread out and raised somewhat like in tabes. 
Reflexes were diminished. No Argyll-Robertson 
pupil. Anesthesia was not marked, but he com- 
plained of a sensation similar to the pricking of 
needles and pins in his feet and legs and a feeling 
as if he were walking on cushions. 


Diagnosis: A diagnosis of beri-beri was’ now 
easily established. 


Treatment: Treatment for the following two 
months consisted in abstinence from rice; fresh 
vegetables and fruit were ordered. He was given 
alkaline diuretics, digitalis and purgatives fre- 
quently. Nux vomica and arsenic were used but 
proved of no avail. While the dyspnea, indiges- 
tion and palpitation had cleared considerably, the 
paralysis of his lower limbs was complete. On 
May 15 he asked that he be given a diuretic. All 
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medication except pluto water every third morn- 
ing was discontinued and he was given 7% grains 
of urotropin every 4 hours. At the end of eight 
days he experienced sensation returning in his 
legs, some strength and lessened edema. At the 
end of 15 days he began to walk with crutches, in 
21 days he cast the crutches aside, was able to 
stand by himself and could walk fairly well with 
the use of a stick. In four weeks he was free of 
all symptoms; his treatment was discontinued, and 
he was discharged as cured. 


Comment: It will be observed here how badly 
a@ case can be treated while groping in the dark. 
It will also be observed that while rest in bed with 
alkaline diuretics, digitalis and tonics, friut juices, 
—orange juice, etc.—improved this condition but 
slowly (two months), an acid diuretic of the na- 
ture of urotropin acted more promptly in hasten- 
ing the cure of this patient. 


Case 2: George Washington, O. L., colored 
male, aged 26 years. July 25, 1925. 


Complaint: Swelling of the legs and shortness 
of breath. 


Previous Illness: Negative. 
Venereal History: Negative. 


Social History: Poor farmer, father of 2 chil- 
dren, had been eating considerable rice through 
winter, spring and summer. 


Present Illness: Patient was well until about 18 
days ago when he began to be short breath and his 
legs began to swell. He complained of pain in his 
legs, occasional spells of dizziness and constipa- 
tion. He was forced to give up plowing because 
of pain in his legs and shortness of breath. 


Examination: The examination revealed a 
strong, robust male negro with very much swollen 
legs and hands. His gait was unaffected, re- 
flexes unaffected. There was dizziness and, upon 
inquiry, nocturia was found to be present. Urine 
was negative except for low specific gravity. Heart, 
slight tachycardia. 


Diagnosis: Here the history of excessive rice 
consumption, swelling of his legs, pain in the 
calves of his legs, dyspnea, and tachycardia were 
sufficient to establish a diagnosis of beri-beri. 


Treatment: This patient was given the routine 
treatment and returned to work in 15 days. 


Case 3: Ida Thomas, O. L., colored female, 
aged 20 years. April 5, 1925. 
Complaint: Paralysis of the lower limbs. 


Previous Illness: 
mumps. 


Had malaria, influenza, 
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Venereal History: Negative (Wassermann not 
taken). 


Social History: Poor colored washerwoman, ate 
a damaged grade of rice three times a day. Mother 
of one healthy child. No miscarriages. 


Present Illness: Began to‘be sick in January, 
1925, at which time she experienced dizziness and 
weakness in the legs accompanied with a sensa- 
tion similar to the pricking of needles and pins 
in the feet and knees. She suffered from indiges- 
tion and nocturia; legs would swell and unswell at 


times; and suffered from obstinate constipation. 


Examination: April 5, this patient exhibited 
complete paralysis and anesthesia of the lower 
limbs and could not handle her args well. Her 
vision was obscured, hearing impaired and speech 
of a slurring character. Patella reflexes absent. 
No Argyll-Robertson pupil. Slight edema of low- 
er limbs. No dyspnea, heart negative with pulse 
100 lying. Urine negative except for low speci- 


fic gravity. 


Diagnosis: If it were not for a knowledge of 
the patient’s family history and absent Argyll- 
Robertson pupil, a diagnosis of cerebro-spinal lues 
would have been made. However, the excessive 
use of bad rice and the type of paralysis made 


the writer suspect beri-beri. 


Treatment: This patient was placed on the 
routine treatment and in four weeks could see, 
talk and hear as well as ever. However, it took 
six weeks to restore her walk and steadiness of 


gait. 


Case 4: §S. Fontenot. V. P., L. 
aged 45 years. April, 1924. 


White male, 


Complaint: Dyspnea, swelling of legs, “heart 


disease.”’ 


Previous Illness: Had mumps and measles when 
a child. Otherwise negative. 


Venereal History: Negative. 


Social History: Father of five healthy children. 
Ate lots of rice three times a day. Had to work 
hard. 


Has been sick for 8 months 
with spells of swelling of the legs and shortness 
of breath during which time he had been able to 
do very little work. 


Present Illness: 
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Examination: This patient presented the symp- 
toms of a typical case of cardio-renal disease with 
multiple neuritis. Edema was general and the pa- 
tient could scarcely walk. Patella reflexes were 
absent and anesthesia of the lower limbs was pres- 
ent. Dyspnea very marked, pulse 140, weak and 
at times irregular, mitral murmur transmitted into 


the axilla. Urinalysis negative. 


Diagnosis: Beri-beri. 


Treatment: This case seemed hopeless. 
could not lie in bed at all. 


Patient 
Purgation was cau- 
tiously employed; he was given a small dose of 
pluto water every a. m.; the proper diet instituted, 
and urotropin prescribed. Cardiac stimulants were 
not employed. At the end of ten days, as his 
dyspnea lessened and his cardiac action improved, 
he has given more drastic cathartics (calomel and 
podophylum). _The routine treatment was con- 
tinued for six weeks, at the end of which time 
his condition was normal in all respects and he 
resumed hard manual labor in the eighth week. 


Case 5: Felix Hidalgo. O. L., white male, aged 
46 years. June 10, 1925. 
Complaint: Swollen and dead legs. (‘Maladie 


des james’’). 


Previous Illness: Has had attacks of acute ton- 
silitis, suffers from chronic tonsilitis, otherwise 
negative. 


Venereal History: Negative. 


Social History: Hard laboring farmer of mod- 
erate means, father of 12 children all living and 


well. Eats rice moderately. 


Present Illness: About three weeks ago he be- 
gan to feel “dead legs” and his shoes felt tight 
on his feet every evening. He was only slightly 
short of breath and his gait was normal. He com- 
plained of tingling and numbness in his legs. He 


experienced oral anesthesia. (“Les levres morte.”) 


Examination: This revealed a robust, strong 
farmer with marked swelling of the legs extending 
up to the umbilicus. There was no paralysis, but 
dizziness, pain in the duodenum, indigestion and 
constipation troubled the patient considerably. Re- 
flexes were diminished, areas of anesthesia in the 
limbs could be detected, cardiac palpitation was 
observed only on exertion, heart was normal and 
urine negative. 


Diagnosis: Beri-beri. 
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Treatment: This patient was placed on the rou- 
tine treatment and despite the fact that while only 
the edema and dead legs troubled the patient, he 
took six full weeks to recover and return to work. 


Case 6: David Stelly, L. L., white male, aged 
25 years. June, 1924. 


Complaint: Swelling of legs, face and hands. 


Previous Illness: None. 


Venereal History: Negative. 


Social History: Farmer of moderate means, has 
been eating considerable rice of late. 


Present Illness: Legs, hands and face began 
to swell about 15 days ago, when he experienced 
shortness of breath and numbness of the legs, 
slight palpitation at times on exertion, dizziness 


and indigestion. 


Examination: This revealed a strong, robust 
farmer with swollen legs, hands, feet and face. 
Reflexes diminished, gait unimpaired, heart nor- 


mal, and urine negative. 
Diagnosis: Beri-beri. 


Treatment: The routine treatment was employed 
and in 15 days this patient returned to work. 


Case 7: Wm. Stanford. White male, aged 30 


years. May 20, 1930. 


Complaint: “Foot drops, can’t work.” 


Previous Illness: Negative. 


Venereal History: Negative. 


Social History: Married. Poor farmer; four 


children. Eats 


Has not worked for two years. 
lots of rice. 


Present Illness: Began two years ago when he 
became “‘short of breath” and later “paralyzed in 
the legs.”” Has been unable to work to support his 
family. He complained of pain in the legs and 
dizziness and inability to stand up long. He has 
cramps in the legs, pain in the stomach and “‘gen- 


eral weakness.” Complains of tachycardia. 


Examination: Examination reveals a tall, thin 
man with a typical case of peripheral polyneuritis. 
The steppage gait is marked. 


Argyl-Robertson pupil negative. 


Romberg present. 
Babinski nega- 
tive. Partial anesthesia of anterior perineal shin 
surface, slight swelling over shins which pit on 
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pressure. Flabby calves, and slight wasting of 


muscles of hands. Wasting of calf muscles slight. 
Cannot squat on ankles. Foot drop present. Heart 
and lungs negative. Urine alkaline otherwise nega- 


tive. 
Diagnosis: Beri-beri. 


Treatment: Routine treatment. Today, four 
weeks since he began treatment, the man is well. 
I present him for your inspection. 
10 days, returned to full work and is supporting 
his family. He was told by several physicians his 


malady was incurable. You may judge for your- 


He has, since 


selves. 


Case 8: Ed. Biagasse. Colored male, aged 32 
years. May 28, 1930. 


Complaint: “Can’t walk, Maladie des jambes.” 
Previous Illness: Malaria fever years ago. 
Venereal History: Negative. 


Social History: Married. Father of four chil- 


dren. Poor negro farmer. Eats poor grade of 


rice, has been paralyzed for four months. 


Present Illness: Began to swell at the legs four 
months ago and shortly thereafter became para- 
lyzed in his legs. He suffered with indigestion and 
pain in the abdomen. Pain in the calves of his 
Has suffered a great deal with dizziness and 


nocturia. 


legs. 


Always constipated. Complains of 


rapid heart. 


Examination: Reveals a thin, weak, sickly look- 
ing negro unable to rise without help and unable 
to walk without the aid of a stick. Cannot stand 
up without support. His gait is typically that of 
Peripheral polyneuritis. Rhom- 
Rabinski absent. Partial anesthe- 
sia over the anterior perioneal skin surface-Nega- 


locomotor ataxia. 
berg present. 
tive Argyl-Robertson pupils. Considerable atro- 
phy of calf muscles as well as hand muscles. Can- 
not squat on ankles. Foot drop marked. Urine 
alkaline—otherwise negative. Heart 110—other- 


wise negative. 
Diagnosis: Beri-beri. 


Treatment: Routine treatment. Today I pre- 


sent this case for your examination. He is prac- 
Eight days after he began treat- 


ment he discarded his support and has continued 


tically cured. 


to improve up to the present time. 
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APPENDICITIS RECORD OF 1929. 

Under this heading Dr. Frederick L. 
Hoffman has recorded the number of 
deaths from appendicitis in 140 Ameri- 
can cities. He discusses the figures 
that he has collected and _ elaborates 
upon the data gathered together from 
the death rates from this disease. It 
is to be noted, first and foremost, that in 
the last 19 years the death rate per 100,000 
population in 60 large cities has increased 
from 13.3, actual deaths 2,480, to 18.0, 
with actual death rate of 4,969. The 
highest death rate is obtained by one of 
our Southern Cities, in which the rate per 


100,000 is 70.9. The next highest death 
rate is in Kalamazoo, where it was 44.1. 
Incidentally there are 17 cities in which 
the rate exceeds 30 per 100,000. A strik- 
ing contrast to this extremely high mor- 
tality rate in the United States, and a 


‘particularly advanced rate in the South- 


ern Cities, is afforded by the number of 
deaths per 100,000 population in various 
European countries. In twelve countries 
with an aggregate population of 207,000,- 
000 the average appendicitis death rate is 
5.6 per 100,000; in Italy it is 2.9 in Germany 
6.6; and of all European countries Switzer- 
land is the highest, with a rate of 10.4. In 
nine non-European countries, with a popu- 
lation of something over 93,000,000, the 
average death rate is only 4.2 per 100,000. 
In Canada, a country which may be com- 
pared to ours ethnologically, the rate is 
13.8. 


Several comments made by Dr. Hoffman 
are worthy of recital. He states that all 
mortality statistics from appendicitis are 
difficult on the grounds of accuracy and 
diagnosis. He says from the figures that 
he has been able to get from intestinal ob- 
struction and hernia, there has been no in- 
crease in the death rate from these two 
conditions, which it is said, are frequently 
classified as deaths from appendicitis. He 
notes that in the report of 1929 a Ken- 
tucky City showed a very high rate. The 
explanation, given after a special in- 
vestigation by the County Medical Society 
in which this city is located is that there 
are “two many men fired by ambition to 
become surgeons. It is probable that if 
all the operations had been performed by 
one-fourth the number of operators the 
rate would have been between four and 
one-half and five and one-half per cent.” 
The report shows very low rates were ob- 
tained in cities in which the population is 
essentially of the best class and type of 
American. This calls to mind the fact that 
many cases of appendicitis undoubtedly 
die as a result of ignorance of the patient 
of the character of the condition or of its 
importance. Thus it is observed in a town 
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like Newton, Massachusetts, that the death 
rate is only eight per 100,000 or in Ports- 
mouth, Virginia, a city with a population 
of 45,000, in which there were no deaths, 
that education probably plays an important 
role, and is an important factor in the low 
death rate, whereas in some of the South- 
ern Cities with large negro population the 
death rate is between 25 and 30 per 
100,000. 


Figures such as Dr. Hoffman has pre- 
sented are a challenge and a stimulus to 
surgeons throughout this country. Ap- 
pendicitis has not been conquered, nor has 
the operative fatality rate fallen as it 
should. Further instruction of the people 
of the importance of the early symptoms 
of the disease should be carried out by 
surgical societies and organizations, and 
only those who have, through a long ap- 
prenticeship, skilled themselves not only 
in the technic of operation, but in the judi- 
cious selection of time for operation, 
should attempt to carry out a surgical pro- 
cedure which is erroneously looked upon as 
a relatively minor type of operation. 





THE NEW LOUISIANA STATE UNI- 
VERSITY SCHOOL OF MEDICINE 
Brief announcement was made in the 

last issue of the New Orleans Medical and 

Surgical Journal, incorporated after it had 

gone to press, concerning the new Medical 

Department of the Louisiana State Uni- 

versity. Additional details are now avail- 

able concerning the organization of this 
new school. Dr. Arthur Vidrine, the 
present Superintendent of Charity Hos- 
pital, New Orleans, is to be the Dean. Dr. 
Vidrine is well qualified to occupy this 
position. He has not only been a student 
of scientific medicine and of pedagogic 
methods, but he has had the opportunity 
of observing the teaching of medicine in 
medical schools throughout this country, 
and of observing teaching procedures in 
general in this country and while a scholar 
under the will of the late Mr. Rhodes at 
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Oxford. The first two years of the new 
school will be held at Baton Rouge; the 
last two will be conducted in New Orleans 
with the Charity Hospital as the center of 
the organization. A new building is to be 
constructed on the property of the Hos- 
pital, which will harbor the class rooms, 
laboratories, and offices necessary to con- 
duct the clinical’ years. The students 
before they obtain their ‘degrée will be 
required to take a one year interneship at 
some recognized hospital. No announce- 
ment has been made concerning the faculty 
of the new school, but it is anticipated that 
the work on the building will start 
promptly and that the faculty will be or- 
ganized rapidly. Dr. Vidrine has an- 
nounced that in no way will the new school 
interfere with the privileges of Tulane 
Medical School at the Charity Hospital, 
and there is not reason to believe that the 
two schools will not be able to work 
together in a happy and cordial manner. 
There is ample clinic material at Charity 
Hospital for both institutions. Many of 
the large municipal hospitals in the larger 
cities have two or even three schools con- 
ducting their teaching in the same hos- 
pital. Thus in Bellevue Hospital in New 
York there are four divisions, three of 
which are manned:and staffed by teachers 
from three New York schools; the fourth 
division by men who are not actively en- 
gaged in teaching. 


With the backing of the energetic Gov- 
ernor of the State, who has the happy 
ability of accomplishing what he sets out 
to do; with the help of the new Dean, who 
has proven himself to be a man of force 
and ability, and with the facilities afforded 
by the Charity Hospital, the future of the 
new school seems assured, and a consid- 
erable number of doctors will be added to 
those already present in the State, who 
will make available medical service to 
those communities which are in need of 
such service and in which there is a short- 
age of physicians. 








Hospital Staff Transactions 


OSCAR DOWLING. 

The very tragic death of Dr. Oscar 
Dowling occurred January 2 apparently 
while attempting to board a train on the 
ferry that crosses at New Orleans. The 
coroner’s inquest was unable to definitely 
ascertain just how death occurred, but it 
appears that Dr. Dowling slipped on at- 
tempting to board the train and fell under 
the wheels of the moving ear. It was not 
until some hours later that his body was 
discovered. 


The death of Dr. Dowling removes from 
Louisiana medicine one of the most virile 
outstanding physicians in the State, in fact 
in the entire South. As President for 
many years of the Louisiana State Board 
of Health, Dr. Dowling was a persistent, 
forceful and _ intelligent health officer. 
Without fear or favor he undertook pro- 
jects to improve sanitary conditions in the 
City of New Orleans and the State of 
Louisiana. At times he was quite spectacu- 
lar in his efforts, but everyone knew that 
he was actuated solely by motives of the 
highest. The improvement in the health 
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conditions in the State of Louisiana and 
the sanitary regulations which are now 
enforced throughout the State are a monu- 
ment to the ability, resourcefulness and 
good common sense of our distinguished 
former confrere. 


For many years Dr. Dowling was active 
in the legislative circles of the American 
Medical Association, and for twelve years 
he held one of the most important positions 
in organized medicine in this country, a 
member of the Board of Trustees of the 
American Medical | Association. Many 
honors fell to Dr. Dowling during his life 
time, and he accomplished much, from the 
founding of medical journals to the occu- 
pancy of professorial chairs. Always a 
charming and delightful gentleman, he 
leaves behind him a heritage of splendid 
accomplishment. He will be missed not 
only for what he might have accomplished 
had his life been spared but also will his 
demise be a loss to his numerous friends 
here, there and everywheres throughout 
this country. 





HOSPITAL STAFF TRANSACTIONS 


VICKSBURG HOSPITAL STAFF MEETING. 
December 11, 1930. 


Dr. E. H. Jones reported the following two 
cases involving teeth located in the nasal field: 


Case 1. Mrs. K., white, female, widow, aged 54 
years, housekeeper. On Jan. 7, 1925, complained 
of a foul bloody purulent discharge from the left 
nostril, duration six months. Odor so objectionable 
her grandchild was unable to sleep in the same 
room with her. Family and past history were 
irrelevant. 


On examination the left naris was found blocked 
with a large scabby mass. This was removed with 
a little difficulty. On closing the forceps upon it, 
it was found to have a hard center. After soaking 
in water for an hour, it was possible to remove the 
scabs, and it was found that the foreign body was 
unquestionably a deciduous incisor tooth. Further 
examination of her ears, nose and throat was en- 
tirely negative. 


The patient has been wearing an upper plate for 
the past eight years and felt sure that she had all 
of her teeth removed. She did not think it possible 


that any one else’s tooth could have become lodged 
in her naris. . The origin of the tooth remains a 
mystery, but the patient has been relieved since its 
removal. 


Case 2. H. M., colored, female, married, 35 years 
of age, housewife. On July 30, 1930, she com- 
plained that four months previously she had 
noticed a growth over her right cheek bone, 
which had slowly increased in size. Her family 
and past history were irrelevent. 


Present illness: Three months ago consulted a 
rhinologist who very promptly operated upon the 
nose but with no relief. She was referred to me 
by her family physician. 


Examination: Ears and throat were negative. 
The nose had a moderately wide bridge of mod- 
erate height; septum normally straight and mem- 
branes normal in appearance in spite of three large 
synechiae between the septum and the right middle 
turbinate; ventilation fair. Unable to locate any 
opening in either antrum. Growth over the right 
cheek bone was about the size of a small marble; 
tender to touch; firmly adherent and painful on 
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deep pressure. Roentgen-ray examination revealed 
a definite bony mass, located in the superior ex- 
ternal portion of the right maxilla. While the 
‘possibility of osteo-sarcoma was considered, osteo- 
chrondroma was thought more probable. 


The patient was operated upon under local 
anesthesia. After incising to the bone and re- 
tracting the periosteum, a cartilaginous mass was 
uncovered. This was readily removed by a dis- 
sector, but there still appeared a protrusion of the 
bony surface. The external plate of bone was 
removed with a gouge, exposing a yellowish white 
mass. This mass was carefully outlined with a 
gouge, a dissector slipped behind, and the mass 
prized out. Surprisingly, it was found to be an 
adult bicuspid tooth with some cartilage around 
the root. A probe introduced into the cavity re- 
vealed that it was separated from the antrum only 
by a membrane. On examination the right upper 
teeth seemed to be in perfect alignment, but there 
was only bicuspid. The cavity was packed with 
idoform gauze and the wound closed. 
was uneventful. 


Recovery 


Staff Meeting, January 10, 1931. 


Abstract: Congenital syphilis with Parrot’s 
pseudo-paralysis. 


Patient: Colored male, aged two months. 


History: Mother stated that child was appar- 
ently in good health up to ten days ago except for 
what she termed a slight cold for three weeks, 
with no fever; “just a nose cold.” At this time 
she noticed that while dressing the child, he did 
not use his right arm and screamed with pain 
when attempting to move it. The day before this 
she had noted nothing unusual. Since then the 
child has not used the arm and it lies limp at the 
side; can and does move fingers; cries with pain 
upon manipulation of the arm. Mother had also 
noted a grating sound at the shoulder with motion. 
There has been no fever, redness, or swelling of 
joints at any time. When child is not handled, he 
seems happy but cries on being disturbed. Has 
noted for past six weeks small nodules on the back 
of the head and neck, progressively becoming 
larger. No history of trauma and no evidence of 
any paralysis prior to date given. 


Breast fed since birth. Normal nine months 
gestation; birth weight unknown; delivered easily 


with low forceps. Breathed spontaneously; no 


cyanosis or convulsions; nursed well since birth. 


Family history: Mother apparently in good 
health; father living and well; no history of 
syphilis. Only child; no miscarriages; no tuber- 
culosis contact. 


Physical examination: Fairly well developed 
and nourished male infant, two months of age, not 
acutely ill. Anterior fontanelle open and some- 
what bulging and tense; posterior fontanelle open 
and admits tip of little finger; no craniotabes. 
Pupil react to light equally; slight snuffles present; 
both ear drums normal; no rhagades; mouth and 
throat show no membrane; no inflammation of 
pharynx; no ulcers. Chest shows no deformities; 
no rosary or grooves; expansion good and equal. 
Lungs and heart not remarkable. Liver easily 
felt 1% inches below costal margin; spleen not 
palpated; no masses felt. Umbilical hernia with 
opening admitting tip of finger. Phimosis; both 
testes in scrotum; no rash. Anus shows no rash 
or fissures present. Skin shows no rash. Gener- 


. alized enlargement of lymph nodes, including cer- 


vical, epitrochlear, occiptal, post-auricular, axil- 
lary, and inguinal; vary in size from BB shot to 
an almond, hard, discreet, painless and freely 
movable. No pathological reflexes. Left upper 
and lower and right lower extremities show no 
muscular atrophy, tonicity, or flacidity of mus- 
cles, no swelling of joints or epiphyses and no pain 
on manipulation. Right upper extremity lies limp 
at side but child moves fingers without trouble. 
Upon manipulation child cries with pain. There 
is no swelling at epiphyses, no redness but upon 
passive motion apparently much pain and it is 
possible to feel and hear a grating at the epiphyses. 
No atrophy or flacidity of muscles. 


Blood: Leukocytes, 13,700; differential leuko- 
cyte count: small lymphocytes, 59; large lympho- 
cytes, 4; large mononuclears, 2; polymorph. neu- 
trophils, 35; no malaria found; Wassermann test, 
4-plus positive. 


Blood of mother shows Wassermann, Kline and 


Young, and Kahn tests all positive, 4-plus. 


Roentgenogram showed epiphysitis and osteo- 
chroditis of upper end of right humerus. 


Course and treatment: Right arm put up in 
Jones position with adhesive, for relief of pain. 
Given syrup of ferric iodide, 10 minims twice a 
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day; mercury with chalk, % grain twice a day. 
Administered 0.05 grams of sulphparsphenamine 
intramuscularly. On returning two days later, 
mother reported that on the night of the first in- 
jection of sulphparsphenamine child had general- 
ized twitching of the muscles of the body lasting 
for about one minute. Another 0.05 grams of 
sulphparsphenamine given intramuscularly. 


Child is to return for further treatment and 
observation. 


Abstract: 
thyroidism. 


Pregnancy complicated by acute 


Patient: White female, aged 30 years, mar- 


ried, three children, housewife. 


History: Weakness and loss of weight for past 
four months; nervousness and palpation of heart, 
which began about four weeks ago with feeling of 
oppression in chest; unable to take deep breath; 
palpitation of heart. Some nausea, with most of 
discomfort felt in the mornings. 
has been very nervous and has had several crying 
spells recently with no apparent reason. Since 
last June has lost 15 to 20 pounds but there has 
been no cough, fever, or evidence of any septic 
condition. Has not menstruated since Sept. 3, but 
is not usually regular. 


Has had three normal deliveries; no operations. 
Has had no serious illnesses. Has complained of 
being nervous for the past year and of becoming 
tired easily. Has never menstruated regularly; 
no pain. No cancer or tuberculosis in the family. 
No marked cardiac, respiratory or digestive symp- 


toms in history. 


Physical examination: Temperature, 98° F.; 
pulse, 120; respiration, 18; thin; under developed. 
Teeth show few fillings and slight pyorrhea. 
Noticeable development of thyroid. Heart rapid, 
no murmurs, no enlargement. Pelvis shows en- 
larged uterus with firm cervix; no discharge. 
Skin sallow with yellowish tinge. Reflexes mark- 
edly active; slight tremor. 


otherwise not remarkable. 


Physical examination 


Blood: Hemoglobin, 72 per cent; erythrocytes, 
4,768,000; color index, 0.67; leukocytes, 10,400; 
differential leukocyte count, small lymphocytes, 
18; large lymphocytes, 4; polymorph. neutrophils, 
77 (42 immature); polymorph. eosinophils, 1; no 
malaria found; Wassermann, Kline and Young, 
and Kahn tests negative. 


No pain, but . 


Urine: Not remarkable. 


Basal metabolism determination: Plus 31. 


Procedure: With the evidence in hand from the 
physical examination and the laboratory findings 
and the general rundown condition of the patient, 
it was thought advisable to relieve the pregnancy. 
This was done and after a rather stormy post- 
operative period when the temperature went to 
106° F. and there was excessive lower abdominal 
pain suggestive of sepsis with thrombo-phlebitis 
of the broad ligament, the patient recovered. 
Another basal metabolism determination was made, 
the rate being plus 8. Patient was sent home for 
rest; Lugol’s solution was given. 


Recent examination has revealed a recurrence 
of the toxic symptoms and a thyroidectomy is pro- 
posed to be done in the next few weeks. 


MISSISSIPPI STATE HOSPITAL. 
FONDREN, MIss. 


Staff Meeting, December, 1930. 


Case report: Methemoglobinaemia from veronal 
tablets. R. B. Zeller, M. D. 


This patient offered a difficult diagnosis due to 


the nature of the symptoms and the lack of co- 
operation on the part of the patient. 


Patient: 
patient at the Mississippi State Hospital since 
May 9, 1930, taking treatment for morphine 
addiction. 


White male, aged 34 years; single; 


On Octo- 
ber 19, at 2 P. M., the writer was summoned to 


Chief complaint and examination: 


the ward to see the patient with the statement 
that he had: suddenly taken ill. On examination 
the pulse was weak, rate 110. Slight edema of the 
lower lip and neck was present. He complained 
of abdominal pain without localization. No ten- 


derness or rigidity present. 


At 4:30 P. M. the edema was more pronounced. 
Both pupils were dilated, face was cyanotic. The 
feet were cold and the radial pulse could not be 
obtained. The respiratory rate was 12. Patient 
did not look as ill as the symptoms would suggest. 
The entire body was becoming cyanosed. 


Diagnosis: A diagnosis of methemoglobinaemia 
due to some coal-tar product was made. The dila- 


tation of the pupils appeared secondary to the 
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cervical edema through pressure upon the cervical 
sympathetics. The edema in association with the 
cyanosis and cardiac embarrassment rendered such 
a diagnosis probable. 


Treatment: The gastric contents were evacu- 


ated and rectal irrigation given. Heat was applied 
to the extremities. Strychnine, gr. 1/15, given 


sub-cutaneously. 


The following morning all distress had disap- 
peared together with the cyanosis and edema. 
Patient now admitted having taken five veronal 
tablets, 5 grains each, in an attempt to end his 
life. This was corroborated, partially, having in 
the meantime found a pill box with a veronal 
label under the mattress of patient’s bed. 





FRENCH HOSPITAL. 


A regular meeting of the French Hospital Staff 
was called to order Monday, December 29, 1930, 
Dr. M. J. Lyons presiding. Those present were: 
Drs. H. F. Ader, H. B. Alsobrook, J. N. Ane, 
G. C. Anderson, J. J. Baron, C. J. Brown, L. L. 
Cazenavette, A. V. Friedrichs, P. Graffagnino, 
R. L. Gordon, W. H. Harris, E. N. Haller, M. Les- 
cale, Jos. Levy, F. Loria, L. J. Menville, M. J. 
Lyons, Jos. Palermo, J. F. Sicomo, E. Socola, 
D. N. Silverman, and M. L. Stadiem 


The reports of discharges and deaths for the 
month of November were given. A case. of ap- 
pendiceal abscess with generalized peritonitis was 
presented by Dr: Graffagnino and opened to gen- 


eral discussion. 


Dr. Alsobrook gave the report of the Committee 
of Cesarean Section. A motion was made to accept 
the report and discharge the committee. A motion 
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was also passed to adopt the’rules and regulations 
submitted by the committee as a policy of the 
French Hospital Staff, to send a copy to each 
member of the staff and to have a copy posted 
in the doctor’s dressing room. 


The Petrolagar Co. presented motion pictures 
of three operations including an emergency gut- 
shot wound of the bladder, stab wound of gall- 
bladder and hydrocele. 


The following officers were elected for 1931: 
Dr. M. J. Lyons, Chairman; Dr. H. B. Alsobrook, 
Vice-Chairman; and Dr. C. J. Brown, Secty-Treas. 


E. L. Zander, M. D. 





SOUTHERN BAPTIST HOSPITAL. 


The regular meeting of the Baptist Hospital 
was held on Tuesday, January 20. There were 
presented five case histories, together with a pre- 
sentation of the patient in several instances, and 
in the case of Dr. H. W. E. Walther, “Polycystic 
Kidneys,” the specimen was shown. In addition 
to this demonstration, Dr. R. B. Harrison reported 
upon the “Compound Fracture of Both Bones of 
the Leg.” Dr. E. Z. Browne presented a case of 
“Cryptorchidism” and Dr. F. E. Lamothe presented 
a case in which there was “Transposition of Ab- 
dominal Viscera without Transportation of Thora- 
cic Viscera.” He also discussed the “Treatment 
of Hiccoughs following Cholecystectomy.” The 
hospital service for December, 1930, was analyzed 
in reference to the number of deaths and total 
number of cases. During this particular month 
there were 490 discharges and 18 deaths. Seven 
of these patients who died were autopsied, and on 
11 there was none held. 





THE AUSCULTATION OF FETAL HEART 
SOUNDS—In the large field of obstetrical tech- 
nic, it often occurs, as we all know, that a very 
simple device will prove of inestimable service. 
With this in view, I wish to bring to general 
attention a method I have devolved in the course 


of my obstetrical practice to determine a fetal 


heart beat which has been made indistinct by 


uterine bruit. The procedure is simply to press 
the bell of the stethescope and just sufficient force 
to eliminate the uterine bruit. This invariably 


enables me to heart the fetal heart beat when 
there is one. 


I am taking the liberty to bring this procedure 
to notice because to my knowledge it is not men- 
tioned in any of the obstetrical text books.— 
Adolph Jacobs, M. D., New Orleans. 
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CALENDAR. 


February 2—Eye, Ear, Nose and Throat Hospi- 
tal Staff, 8 p. m. 


February 6—Physiology Seminar, Tulane Medi- 
cal School, 5 p. m. 


February 9—ORLEANS PARISH MEDICAL 
SOCIETY. Joint meeting with New Orleans 
Gynecological and Obstetrical Society, 8 p. m. 

February 11—Touro Infirmary Staff, 8 p. m. 


February 13—Physiology Seminar, Tulane Med- 
ical School, 5 p. m. 


February 13—French Hospital Staff, 8 p. m. 

February 16—Hotel Dieu Staff, 8 p. m. 

February 17—I. C. R. R. Hospital Staff, 12 noon. 

February 17—Baptist Hospital Staff, 8 p. m. 

February 17—Charity Hospital Medical Staff, 
8 p. m. 


February 18—Charity Hospital, Surgical Staff, 8 
p. m. 


February 19—Eye, Ear, Nose and Throat Club, 
8 p. m. 


February 19—New Orleans Hospital Council, de 
Paul Sanatarium, 8 p. m. 


February 20—Physiology Seminar, Tulane Medi- 
cal School, 5 p. m. 


February 23—ORLEANS PARISH MEDICAL 
SOCIETY. Joint meeting with the United 
States Marine Hospital Staff at the Marine 
Hospital, Tchoupitoulas and Henry Clay, 8 
p. m. 


February 27—Physiology Seminar, Tulane Medi- 
cal School, 5 p. m. 


During the month of January besides the Board 
of Directors’ meeting the Society held the annual 
Installation meeting and a scientific meeting. 


At the Installation meeting held January 5, the 
following Officers for 1931 were installed: 


President—Dr. Emmett Irwin. 


First Vice-President—Dr. Edward L. King. 


Second Vice-President—Dr. Louis Levy. 
Third Vice-President—Dr. Waldemar R. Metz. 
Secretary—Dr. H. Theodore Simon. 
Treasurer—Dr. John A. Lanford. 
Librarian—Dr. Daniel N. Silverman. 

Dr. C. Grenes Cole. 

Dr. Walter P. Gardiner. 

Dr. James D. Rives. 


Mr. Nicholas Bauer was the Annual Orator and 
spoke on Public School Education. 


At the scientific meeting held January 26 the 
following papers were read and discussed: 


Vulvitis and Vulvo-Vaginitis, 
| RE ee ees Dr. Lucien A. LeDoux 
Discussed by Dr. Foster M. Johns 


Acidosis and Alkalosis, 
BR cee csnpptecuaisasosnsnercstedie Dr. Sidney Bliss 


Discussed by Drs. I. M. Gage and 
Chaille Jamison 


The annual reports of the Secretary, Treasurer, 
Librarian and the Special and Standing Commit- 
tees for 1930 were read at this meeting. 


Dr. Aristides Agramonte was elected to Honor- 
ary Membership at this time. Dr. Agramonte is 
the only surviving member of the Yellow Fever 
Commission appointed by Dr. Sternberg thirty 
years ago to investigate the Yellow Fever situation 
Through his efforts on this 
Committee, Dr. Agramonte has contributed im- 


in New Orleans. 


mensely to the progress and prosperity of New 
Orleans and other cities and towns of Louisiana 


as well as other Southern States. 


Dr. Foster M. Johns has been appointed Chair- 
man of the Committee on Arrangements for the 
coming meeting of the Louisiana State Medical 
Society to be held in New Orleans, April 14, 15 
and 16, 1931. This Committee has been working 


on the plans for this meeting. 
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The following committees were appointed to 
cooperate with Dr. Johns to make plans for the 
entertainment of the State Medical Society: 


Committee on Arrangements: 
Chairman, New Orleans. 
Simon, Secretary. 


Dr. F. M. Johns, 
Dr. H. Theodore 


Committee on Finance: 
man. 


Dr. W. A. Reed, Chair- 


Committee on Registration: Dr. Walter J. Otis, 
Chairman; Dr. E. McC. Connely, Dr. J. J. 
Irwin and Dr. Earl Conway Smith. 


Committee on Signs and Decorations: Dr. M. T. 
VanStuddiford, Chairman. 

Committee on Ladies’ Entertainment: Mrs. Jos. 
Hume, Chairman. 

Committee. on Convention Clinics: Dr. Urban 
Maes, Chairman. 

Committee on Commercial Exhibits: Dr. Marcy 


J. Lyons, Chairman; Dr. T. H. Oliphant and 


Dr. H. V. Sims. 
Committee on Convention Location: Dr. Frank R. 
Gomila, Chairman; Dr. A. E. Fossier, Dr. 


Paul J. Gelpi and Dr. J. C. Menendez. 


Committee on Badges: Dr. Fred L. Fenno, Chair- 
man; Dr. Lucy S. Hill, Dr. Emile Bloch and 
Dr. H. D. Ogden. 


Committee on Scientific Exhibits: Dr. Leon J. 
Menville, Chairman; Dr. P. H. Jones, Jr., 
Dr. W. H. Harris, Dr. D. N. Silverman, Dr. 
P. Graffagnino, Dr. J. E. Knighton, Sr., 
Shreveport; Dr. L. J. Williams, Baton Rouge. 


Committee on Entertainment: Dr. Jules E. Dupuy, 
Chairman; Dr. A. E. Fossier, Dr. J. E. Isaac- 
son, Dr. S. B. McNair, Dr. P. F. Murphy, 
Dr. Roy W. Wright. 


Committee on Publicity: Dr. Hector E. Bernadas, 
Chairman; Dr. Isidore Cohn, Dr. Homer 
Dupuy and Dr. J. H. Musser. 


Committee on Hotels: 
man. 


Dr. W. P. Gardiner, Chair- 


Committee on Golf: Dr. Val H. Fuchs, Chairman; 
Dr. Allan Eustis, Dr. Chaille Jamison, Dr. 
Lucien A. Fortier and Dr. Julian H. Lombard. 


Committee on Transportation: Dr. Frank L. 


Loria, Chairman. 


H. Theodore Simon, M. D., 
Secretary. 


WOMAN’S AUXILIARY. 


A regular meeting of the Women’s Auxiliary to 
the Orleans Parish Medical Society was held on 
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December 10, 1930, in the home of Mrs. James T. 
Nix, with Mrs. J. A. Storck in the chair. In her 
usual gracious manner and with most beautiful 
words of greeting, the chair urged the members to 
set aside the second Wednesday of each month 
as our regular meeting day, whether they be noti- 
fied by a member of the telephone committee or 
not. The minutes of the previous meeting were 
read and approved. The treasurer reported a bal- 
ance in bank of $306.55. The membership com- 
mittee reported a paid up membership 291. The com- 
mittee have again solicited 100 prospective mem- 
bers; of these some joined and others promised 
to join at some later date. The telephone com- 
mittee functioned as usual during the month and 
reported 204 acceptances for the meeting. Mrs. 
Donovan C. Browne and Mrs. Frank Chalaron have 
been added to this committee. The courtesy com- 
mittee paid calls of cheer to members who were ill 
and a call of condolence. They also paid social 
calls upon the wives of nine physicians who are 
taking a Post-Graduate course at Tulane Univer- 
sity. A basket of flowers was sent to the Orleans 
Parish Medical Society to celebrate the opening 
of the new Hutchinson Medical Bldg. The chair- 
man of the educational group reported that Mrs. 
A. J. Babin appointed chairman of a committee to 
urge the public schools to subscribe to the maga- 
zine, Hygeia. An amendment to our Constitution 
reading that our dues be raised from $1.25 to 
The 
philanthropic committee reported having passed on 
several bundles of clothing to the High School 
Committee to be used for needy high school pupils. 
Mrs. Joachim thanked the committee most heartily 
in the name of the High School committee. Mrs. 
John Allen Johnston, president of the Medical 
Auxiliary at Fort Lauderdale, Florida was present 
at our meeting and she congratulated us on the 
excellent work that we were doing. The enter- 
tainment committee announced that our next 
meeting weuld be held in the home of Mrs. Isidore 
Cohn when the wives of the doctors attending the 
convention of the Southern Section of the Ameri- 
can College of Surgeons would be our guests. 


$1.50 per annum was unanimously passed. 


As a musical treat, we were favored ‘vith vocal 
selections by Mrs. Jewell A. Sperling accompanied 
by Mrs. Henry Laurens and Mrs. Laurens gave us 
some delightful piano selections. Refreshments 
were then served and everyone enjoyed a social 
hour. 

Mrs. A. L. Levin, Sec’ty. 

















LOUISIANA STATE ME DICAL SOCIETY NEWS 


H. Theodore Simon, M. D., Associate Editor. 


The following Parish Medical Societies have 
elected officers for 1931: 


Claiborne Parish: 
son, Homer; 


President, Dr. J. A. Wilkin- 
Vice-President, Dr. C. A. Bailey, 
Athens; Secretary-Treasurer, Dr. H. R. Marlatt, 
Homer; Delegate, Dr. M. J. Rivenbark, Haynes- 
ville; Alternate, Dr. J. W. Featherstone, Homer. 


DeSoto Parish: President, Dr. H. P. Curtis, 
Mansfield; Vice-President, Dr. B. K. Parrish, 
Mansfield; Secretary-Treasurer, Dr. D. C. Mce- 
Culler, Mansfield; Delegate, Dr. D. C. McCuller, 
Mansfield. 


Livingston Parish: President, Dr. J. A. Minton, 
Denham Springs; Vice-President, Dr. Montgomery 
Williams, Denham Springs; Secretary-Treasurer, 


Dr. N. F. Bray, Springfield; Delegate, Dr. V. J. 
Gautreau, Frost. 


St. Tammany Parish: President, 
Griffith, Slidell; Vice-President, Dr. 
Mandeville; Secretary-Treasurer, Dr. 
Slidell; Delegate, Dr. R. B. Paine, 
Alternate, Dr. J. K. Griffith, Slidell. 


Terrebonne Parish: President, Dr. R. W. .Col- 
lins, Houma; Vice-President, Dr. J. B. Duval, 
Houma; Secretary-Treasurer, Dr. S. F. Landry, 
Houma; Delegate, Dr. T. I. St. Martin, Houma. 


Dr. J.. K. 
L. Young, 
J. F. Polk, 
Mandeville; 


ST. TAMMANY PARISH MEDICAL SOCIETY. 

The St. Tammany Parish Medical Society met 
at Covington last night, Jan. 9, 8 P. M., at the 
Southern Hotel, to install the officers elect for 
1931. The following members present: Drs. H. E. 
Gautreaux, Jno. K. Griffith, H. D. Bulloch, W. L. 
Stevenson, R. B. Paine, Frank F. Young, Roland 
Young, Lawrence Young. The invited guest, 
Dr. Herman Gessner, President State Medical 
Society. 


The meeting was presided over by Dr. H. E. 
Gautreaux, the outgoing President. The minutes 
of the previous meeting were read and approved 
as read. The newly elected President, Dr. Jno. K. 
Griffith, and Vice President, Dr. Lawrence Young, 
were installed. The Secretary elect, Dr. J. F. 
Polk, being absent was not installed. 


The business of the society being finished, 
Dr. Gessner was asked to address the society. 
Dr. Gessner spoke on the subject of Medical Care 
and Medical Compensation. His remarks were 
well received. Much round table discussion fol- 
lowed, beneficial to all. 


The hour growing a little late, the President 
suggested that the society move over to the dining 
hall where a dinner awaited us, to further discuss 
topics of the day. After the meal and much 
pleasant and profitable discussion was over, society 
adjourned to meet at Slidell, Friday, February 13, 
1931, at 8 P. M. 

H. D. Bulloch, M. D., Secy. 


SECTIONAL MEETING OF THE AMERICAN 
COLLEGE OF SURGEONS. 

The Louisiana, Alabama, Mississippi, Florida 
and Georgia members of the American College of 
Surgeons met Monday, January 12, 1931, at the 
Roosevelt Hotel in a Sectional Meeting. The meet- 
ing on the first day was devoted in the morning 
to clinics given at all the various important 
New Orleans Hospitals. .For the men’ that® were 
interested in clinics and..interested primarily in 
hospital administration, there was'a Round Table 
Conference at*the hotel conducted by Mr. Robert 
Jolly, Superintendent of the’ Baptist Hospital at 
Houston, and Dr. Malcolm T. MacEachern, Chicago, 
Director of Hospital Activities, American College 
of Surgeons. Succeeding these activities clinical 
addresses were delivered by Dr. George W. Crile, 
Dr. Edward Jackson and Dr, Gordon B. New. 
After luncheon a Hospital Conference was held, 
following which was the annual meeting of the 
Fellows, with the election of the State Executive 
Committees. That evening a Community Health 
Meeting was held at the Auditorium. Next morn- 
ing again were held clinics, round table conference, 
with the middle of the day clinical addresses again 
by Dr. New and Dr. Jackson, together with one 
by Dr. Philip H. Kreuscher.. The scientific meet- 
ing was held at 2:00 P. M. In addition to 
Dr. Kreuscher, Dr. Alton Ochsner and Dr. I. I. 
Lemann of New Orleans spoke. Dr. Bowman C. 
Crowell of Chicago delivered “Bone Sarcoma”; 
Dr. Rudolph Matas “Post-Operative Thrombosis 
and Embolism”; and Dr. George W. Crile “The 
End Results of Operations-for Hyperthyroidism.” 


The annual dinner was held at 6:00 P. M. in 
the Ballroom of the Roosevelt Hotel, following 
which there was a showing of films produced 
under the supervision of the Board on Medical 
Motion Picture Films of the American College of 
Surgeons. ; 
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DR. OWEN HONORED ON FIFTIETH 
ANNIVERSARY. 


Fifty years at any occupation is a long time, 
and when Dr. Whyte Glendower Owen of White 
Castle completed his fiftieth year of practice as 
a country physician, his fellow practitioners 
thought it was time to celebrate the occasion; and 
that its what they did last Tuesday evening when 
the members of the Iberville Parish Medical 
Society tendered him a banquet at the Central 
Hotel in this city. A most enjoyable time it was. 
The honoree made an interesting talk recounting 
some of his experiences; and there were also short 
talks by some of the other doctors. 


The meeting was also made a time of election 
and the officers chosen are: Dr. S. C. Levy, 
President; Dr. W. H. Wagley, Vice-President, and 
Dr. W. E. Barker, Secretary and Treasurer. 
Dr. Owen was selected as the delegate to the State 
Medical Society, with Dr. A. A. Landry as alternate. 


The doctors present were: W. G. Owen and 
G. Darcantel, of White Castle; E. L. Major, of 
Rosedale; W. G. Wagley, of Maringouin, and J. A. 
Price, Cyril J. Eby, Eugene Holloway, W. L. 
Grace, S. C. Levy, R. D. Martinez, W. E. Barker, 
A. A. Landry and Ben G. Wilbert.—The Weekly 
Iberville South. 


NOTICE OF EXAMINATION FOR ENTRANCE 
INTO THE REGULAR CORPS OF THE 
UNITED STATES PUBLIC HEALTH 
SERVICE. 


Examination of candidates for commission as 
Assistant Surgeon in the Regular Corps of the 
U. S. Public Health Service will be held at Wash- 
ington, D. C., on March 9, 1931. 


Candidates must be twenty-three years and not 
over thirty-two years of age. They must have 
been graduated in medicine at a reputable medical 
college, and have had one year’s hospital experience 
or two years’ professional practice. They must 
satisfactorily pass oral, written, and clinical tests 
before a board of medical officers, and undergo a 
thorough. physical examination. 


H. S. Cumming, 
Surgeon General. 


FIFTEENTH ANNUAL CLINICAL SESSION 
OF THE AMERICAN COLLEGE 
OF PHYSICIANS. 


The Fifteenth Annual Clinical Session of the 
American College of Physicians will convene in 
Baltimore, Maryland, March 23-27, and in Wash- 


Medical Society 


ington, D. C., March 28, 1931. The organization 
holds this session in Baltimore through the cordial 
invitation of the John Hopkins University School 
of Medicine, the University of Maryland School of 
Medicine, the Medical and Chirugical Faculty of 
the State of Maryland, the Baltimore City Medical 
Society, and the further cooperative interest mani- 
fested by the various Baltimore hospitals and civic 
societies. Held in important medical centers, these 
Clinical Sessions constitute, perhaps, the most im- 
portant postgraduate week in Internal Medicine 
Those who attend the meeting will find 
ample in the way of clinical, laboratory research 
and historical interest, well to repay them for the 
time spent in making the journey. Dr. Sydney R. 
Miller, of Baltimore, President of the American 


each year. 


College of Physicians, has prepared the program 
for the General Scientific Sessions, while Dr. Mau- 
rice C. Pincoffs, General Chairman, also of 
Baltimore, has arranged the program of clinics, 
demonstrations and entertainment. 


As an added feature of the Clinical Session this 
year, an additional day, March 28, will be spent in 
Washington, D. C., where a special program of 
clinics and inspection tours has been arranged 


under the auspices of the Medical Departments 
of the U. S. Army, U. S. Navy, U. S. Public Health 
Service and Georgetown University, with Dr. Wil- 
liam Gerry Morgan acting as Chairman of the 
Washington Committee. 


The entire program of the Clinical Session is 
characterized by new subjects, new authors and 
wide geographic representation. It is significant 
that the Committees have attempted carefully to 
avoid repetition of subjects and authors, as has so 
often been the case in previous years, not only on 
the program of the American College of Physici- 
ans, but on the program of a great many medical 
organizations. On the General Scientific Programs 
there will be forty-five or fifty selected formal 
papers. Symposia on blood diseases, oxygen the- 
rapy, diseases of the liver, recent advances in 
endocrinology with particular reference to the 
newer work on supra-renal extracts, myocarditis, 
and several other subjects have beem arranged. At 
Baltimore’s many modern and excellently operated 
hospitals, clinics, ward-walks, laboratory demon- 
strations and the like will be held. Johns Hop- 
kins Hospital and Medical School, under Dr. Alan 
M. Chesney, Dean, and a specially appointed com- 
mittee, will place at the disposal of the College all 
of its facilities and offer a program of great 
interest. Additional hospitals, such as the Union 
Memorial Hospital, St. Agnes Hospital, at which 
Dr. Joseph C. Bloodgood does so much of his work, 
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the Municipal Hospitals, and several of the more 
private institutions, such as the Howard A. Kelly 
Hospital, noted particularly for its radium activi- 
tivities, and the Sheppard and Enoch Pratt Hos- 
pital, which is one of the most modern dealing 
with psychiatric problems, and many others will 
provide programs of clinics. 


Hotel headquarters will be at the Lord Baltimore 
Hotel, while general headquarters, at which the 
registration of members, commercial exhibits and 
all general sessions will be held, will be The Alcazar, 
Cathedral and Madison Streets, Baltimore. Trans- 
portation on the Certificate Plan of reduced fares 
will. be available to all physicians and dependent 
members of their family from all parts of the 
United States and Canada. Mr. E. R. Loveland, 
133-135 S. 36th Street, Philadelphia, is the Execu- 
tive Secretary of the College, and it is to him 
that requests for further information or programs 
should be addressed. 


MEETING OF THE AMERICAN 
PROCTOLOGIC SOCIETY. 

The 1931 Annual Meeting of the American Proc- 
tologic Society will be held on June 7, 8, 9, at the 
Bellevue-Stratford Hotel in Philadelphia. The 
special feature of the session will be a series of lec- 
tures on proctologic subjects by Mr. J. P. Lockhart 
Mummery, Chief Surgeon of St. Marks Hospital 
in London and an Honorary Fellow of the Society. 
Drs. Collier Martin and W. O. Hermance of Phila- 
delphia are in charge of local arrangements. 


Fellows of the A. M. A. interested in proctology 
and not associated with any medical group admit- 
ting non-members of the A. M. A. are privileged 
to attend the scientific session of the American 
Proctologic Society and may obtain details by 
application to the Secretary-Treasurer, Dr. Curtice 
Rosser, 710 Medical Arts Building, Dallas. 


UNITED STATES CIVIL SERVICE 
COMMISSION. 
The United States Civil Service Commission 
states that it is in need of eligibles to fill the follow- 
ing medical officer positions: 


Acting Assistant Surgeon, United States Public 
Health Service, Galveston, Texas, $3,800 a year. 


Acting Assistant Surgeon qualified in trachoma 
work, United States Public Health Service, Ellis 
Island, N. Y., $3,000 a year. 


Acting Assistant Surgeon for work in pathology, 
United States Public Health Service, Ellis Island, 
N. Y., $3,600 a year. 


Medical Officer qualified in neuropsychiatry, Vet- 
erans’ Bureau, San Francisco, Calif., $3,800 a 
year. 


Full information may be obtained by addressing 
the United States Civil Service Commission, Wash- 
ington, D. C. 


EXAMINATION FOR JUNIOR MEDICAL 
OFFICER (INTERNE). 


Applications for junior medical officer (interne) 
must be on file with the Manager of the Fourth 
U. S. Civil Service District, Washington, D. C., 
not later than February 14, 1931. 


The entrance salary is $2,000 a year. 


This examination is: to fill vacancies in Saint 
Elizabeth’s Hospital, Washington, D. C. 


Competitors will not be required to report for 
examination at any place, but will be rated on their 
education, training, and experience. 


SENIOR MEDICAL TECHNICIAN (Roentgen- 
ology) COLORED ELIGIBLES WANTED 
FOR VETERANS’ HOSPITAL, 
TUSKEGEE, ALA. 

Applications for senior medical technician (roent- 
genology) must be on file with the U. S. Civil 
Service Commission at Washington, D. C., not later 
than January 28, 1931. 


The entrance salary is $2,000 a year. 


This examination is primarily to fill vacancies 
at. the: Veterans’. Hospital, Tuskegee, Ala. This 
hospital is for colored patients and is staffed 
It is desired that, 
colored eligibles be certified for the vacancies for 
which this examination is held. 


entirely by colored workers. 


ASSOCIATE MEDICAL OFFICER (Female). 


- Applications for Associate Medical — Officer 
(female) will be rated as received: by the United 
States Civil Service Commission at Washington, 
D. C., until January 28, 1931. 


This examination is to fill a vacancy in the posi- 
tion of Acting Assistant Surgeon (female) in the 
Public Health Service, Washington, D. C., at the 
entrance salary of $3,200 a, year. 


DALLAS CLINICAL CONFERENCE. ' 
The third Annual Spring Clinical Conference of 
the Dallas Southern Clinical Society will be held 
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in Dallas during the week of March 30. Invita- 
tions to attend are being sent to all orthodox phy- 
sicians of the Southern States and Mexico. The pro- 
gram for the week is built around the lectures and 
hospital demonstrations of seventeen guest lec- 
turersr, among whom are Drs. Walter C. Alvarez of 
Rochester, Minnesota; Louis J. Hirschman of 
Detroit; Morris Fishbein, Russell Wilder, C. G. 
Grulee, L. J. Pollock, A. A. Hayden and W. A. 
Pusey of Chicago; Drs. Chevalier Jackson and 
H. K. Pancoast of Philadelphia; Dean Lewis of 
Baltimore; Jeff Miller of New Orleans, and others. 
Ninety-six hours of organized post-graduate work 
is being offered by local men in addition to the gen- 
eral assemblies and hospital clinics. The Baker 
Hotel is: headquarters for registration and all 
assemblies. 


AMERICAN ASSOCIATION FOR THE 
STUDY OF GOITER. 


The American Association for the Study of 
Goiter again offers an award of three hundred 
dollars ($300.00) for the best essay based upon 
original research work on any phase of goiter pre- 
sented at their annual meeting in Kansas City, 
Mo., April 7, 8, and 9, 1931. It is hoped this offer 
will stimulate valuable research work, especially 
in regard to the basic cause of goiter. ‘ 


Competing manuscripts must be in the hands of 
Corresponding Secretary J. R. Yung, M. D., Terre 
Haute, not later than April 1, 1931, to permit the 
award committee sufficient time to examine all 
data. Manuscripts arriving after this date will 
be held for the next year or returned at the author’s 
request. 


First award of the 1930 annual meeting held in 
Seattle was given Dr. William F. Rienhoff, Jr., of 
Johns Hopkins University, Baltimore. Drs. O. P. 
Kimball of Cleveland, 0.; E. P. and D. R. McCul- 
lagh, Cleveland Clinic Foundation, Cleveland, O., 
Robert P. Ball of the University of Louisville, 
received honorable mention.’ 


SOCIETY FOR PREVENTION OF BLINDNESS. 

Elihu Root has been elected Honorary President 
of the National Society for the Prevention of Blind- 
ness, it was announced here by Lewis H. Carris, 
Managing Director of the National Society for the 
Prevention of Blindness. The post was made 
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vacant by the death of the late William Howard 
Taft, who had been Honorary President from the 
beginning of the Society in 1915 until his death last 
March. 


The publication, beginning next month, of a quar- 
terly magazine, THE SIGHT-SAVING REVIEW, 
devoted to all aspects of prevention of blindness 
and conservation of vision, was also announced 
by Mr. Carris. “The new journal,” he said, “is 
designed to meet the needs of state and local pre- 
vention of blindness workers, educators, illuminat- 
ing engineers, school physicians and nurses, safety 
engineers, public health administrators, industrial 
physicians and nurses, sight-saving class teachers 
and supervisors, ophthalmologists, and anyone in- 
terested in the sociologic phases of saving sight.” 


WEEKLY HEALTH INDEX. 

During the week December 20, the Bureau of 
Census, Division of Vital Statistics of the Depart- 
ment of Commerce, reports that the death rate of 
New Orleans was 17.0, total deaths being 149, 99 
of whom were white and 50 colored. In the cor- 
responding week of 1929 there were 161 deaths, 
with a death rate of 18.6. In the week of December 
27, the death rate rose markedly, going up to 21.3 
with 187 deaths. Christmas week seems to be hard 
on the health of the inhabitants of New Orleans. 
In the previous year, corresponding week there 
were 204 deaths, with a rate of 23.6. The week of 
January 3 showed a still rising death rate, there 
being 205 deaths, 120 of whom were in the white 
and 85 in the colored, giving a death rate of 22.9. 
During the corresponding week of 1930 the death 
rate was 21.6. For the week ending January 10, 
the death rate was 21.7, there being 195 deaths of 
whom 119 were in the white race and 17 were chil- 
dren below the age of one year. During the corre- 
sponding week of 1930 there were 133 deaths, with 
a death rate of 19.6. 


We are in receipt of a notice from the Public 
Health Service at New Orleans for the week end- 
ing January 10, 1931. During this week ‘there 
were reported in the State of Louisiana 25 cases 
of cancer; 5 cases cerebrospinal meningitis; 46 of 
diphtheria; 138 of influenza; 12 cases of malaria; 
79 of pneumonia; 50 of pulmonary tuberculosis; 8 
of scarlet fever; 38 of syphilis; 14 of typhoid fever 
and 14 of whooping cough. These diseases repre- 
sent the most numerous of reportable diseases. 
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FROM OUR PRESIDENT. 
; ELIGIBILITY. 

There seems to be considerable doubt in the 
minds of some of the County Society officers as to 
what constitutes eligibility. Frequently, when 
a decision is to be made, they dodge the issue. 
Even so eminent an authority as the chairman of 
the Council, when acting in the humbler but no 
less necessary position of county secretary, does 
not cut square to the line. He confuses eligibility 


with desirability, which has an entirely different 


meaning. To illustrate: In his early days this 
eminent gentleman was a well-recognized philan- 
derer. No one was so popular as he among the 
ladies who attended our meetings. Many of them 
were unmarried and all of these were entirely 
eligible. Some of them were medicos. But ap- 
parently Dan did not find any whom he considered 
desirable until he met Maud. 


Desirable means “agreeable, pleasing”; eligible 
merely “fit to be chosen.” In passing on applicants 
for membership, eligibility and not desirability is 
the point in question. 


The By-Laws tell us that every reputable, white, 
legally registered practitioner of non-sectarian 
medicine is eligible. Again we turn to the dic- 
tionary: reputable means respectable. Respect- 
able means of good character, and one’s character 
is based on one’s distinctive qualities. To be reput- 
able, then, means that the member shall be a de- 
cent citizen. 


The point was recently raised whether a man 
who was generally pretty well known to be an 
abortionist or a dope-peddler, but who covered his 
tracks so skillfully that he could not be convicted, 
should be considered reputable. Distinctly not. 
Reputability is based on reputation and while one’s 
reputation may be marred by a conviction in court 
—or a bad reputation may be whitewashed in 
passing through a court—it can never be entirely 
changed by either of these procedures, because 
reputation is judged by public opinion. 


We trust that we have made this point suffi- 
ciently clear, and that when a 100 per cent mem- 
bership is discussed, it will be taken as intended: 
“white, reputable, legally registered.” 


E. F. Howard, M. D. 


CENTRAL MEDICAL SOCIETY. 

At the December meeting of the Central Medi- 
cal Society the following officers were elected: 
President, Dr. C. L. Green, Utica; Vice-Presidents, 
for Hinds County, Dr. A. G. Wilde, Jackson; for 


D. W. Jones, Associate Editor 


Rankin County, Dr. W. H Watson, Pelahatchie; 
for Madison County, Dr. R. W. Smith, Canton; for 
Simpson County, Dr. S. L. Knight, Mendenhall; 
for Yazoo County, Dr. W. D. McCalip, Yazoo City; 
Secretary, Dr. W. L. Hughes, Jackson (re-elected). 


Delegates to State- Association: Hinds County, 
Dr. H. F. Garrison; Alternate; ‘Dr. N. C. Womack; 
Rankin County, Dr. J. B. Ainsworth; Alternate, 
Dr. H. N. Holyfield; Madison County, Dr. J. B. 
Howell; Alternate, Dr. A. P. Durfey; Simpson 
County, Dr. E. L. Walker; Alternate, Dr. E. A. 
Kennedy; Yazoo County, Dr. Gilruth Darrington; 
Alternate, Dr. C. M. Coker. 


Medico-legal Committee: Hinds County, Dr. J. 
P. Wall; Rankin County, Dr. W. H. Watson; Madi- 
son County, Dr. O. R. Fore; Yazoo County, Dr. 
John Darrington. 


The President has appointed the following com- 
mittee to prepare for the Mississippi State Medical 
Association in Jackson, next May; Dr. A. G. Wilde, 
Arrangements; Dr. N. C. Womack, Finance; Dr. 
Willis Walley, Hospitals and Clinics; Dr. A. E. 
Gordin, Entertainment; Dr. H. F. Garrison, Recep- 
tion. 


HOMOCHITTO VALLEY MEDICAL SOCIETY. 

Dr. W. K. Stowers, Natchez, Secretary, reports 
that the regular quarterly meeting of the Homo- 
chitto Valley Medical Society was held at Natchez 
on Jan. 8 at two p. m. After an enjoyable lunch- 
eon, the guest for the occasion, Dr. Robin Harris, 
Jackson, delivered a very instructive address on 
“A Comment on Foreign Bodies in the Food and 
Air Passages,” which was illustrated with lantern 
slides. 


The Society had the misfortune of losing dur- 
ing the first week of January two of its Louisiana 
friends and neighbors, Dr. T. J. Smith, Jonesville, 
and Dr. Truman Reeves, Ferriday, who died at 
Natchez on Jan. 7 and Jan. 9, respectively. 


VICKSBURG HOSPITAL. 

Dr. E. H. Jones, Secretary, reports that the reg- 
ular monthly meeting of the staff of the Vicks- 
burg Hospital was held on Dec. 11, the President, 
Dr. W. H. Parsons, presiding, and Drs. I. C. Knox, 
G. P. Sanderson, E. H. Jones, and H. W. Weimar 
being present. 


After the reading and adoption of the minutes 
of the preceding meeting and an analysis of the 
work done in the hospital during” the month prev- 
ious, the following scientific program was present- 
ed with some discussion: 
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1. Laceration of the Cervix Uteri.—Dr. I. C. 
Knox. ; . 


2. Preliminary report of two Interesting Cases 
—Dr. E. H. Jones. 


The meeting closed with a lunch. 


MISSISSIPPI STATE BOARD OF HEALTH. 


Mississippi has been selected by the Common- 
wealth Fund of New York for financial co-opera- 
tion in promoting health work. Under the provi- 
sions of the policy of this Fund, two full-time 
health departments will be established in Missis- 
sippi and a field unit will also be established to 
work out of the central offices of the State Board 
of Health. 


Mississippi is the third state to be selected by 
the Fund for co-operation in health work. Ten- 
nessee having been chosen several years ago and 
Massachusetts having been chosen in 1930. 


Dr. William J. French, Director of the Public 
Health Division of the Commonwealth Fund, and 
his assistant, Miss Theresa Kraka, spent several 
days with Dr. Underwood beginning early in Janu- 
ary, conferring relative to the selection of the 
counties to receive this financial aid, also visiting 
the counties which are applicants for the aid. 


For the month of November, 1930, the Bureau 
of Communicable Diseases reported Typhoid Fev- 
er, 137; ‘Small-pox, 12; Diptheria, 326. ALL 
PREVENTABLE DISEASES. Are the physicians 
of. Mississippi doing their duty by their patients 
and communities? There were eight cases of 
cerebro-spinal meningitis. We are told by those 
who are in a position to know, that following the 
increase in meningitis of last year, it would not be 
unusual to have still further cases during the pres- 
ent winter. It behooves every doctor to be on the 
lookout for this disease in order that patients may 
have the greatest possible chance of ‘recovery 
through early diagnosis and treatment. Reports 
show 385 cases of pellagra and 193 cases of 
tuberculosis for the month of November. 


Realizing the real danger of the spread of vari- 
ous infections through the medium of unsterilized 
glasses and eating utensils, the State Board of 
Health on Dec. 11, amended the regulations relat- 
ing to soda fountains and drink stands. By this 
amendment, which will be in effect beginning March 
11, 1931, all drinks including water, are to be 
served in individual paper cups or sterilized glasses 
and cups. Ice cream, sundaes, etc., are to be 
served in paper cups, paper dishes, cones or steri- 
lized dishes. Every physician will readily see the 
wisdom of this regulation and should lend his 
co-operation in seeing that it is enforced. 
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SOUTHWEST TUBERCULOSIS CONFERENCE 
and 
MISSISSIPPI VETERINARY MEDICAL 
ASSOCIATION. 

The Southwest Tuberculosis Conference and Mis- 
sissippi Veterinary Medical Association held a two- 
day meeting at the Edwards Hotel, Jackson, on 
January 21 and 22. The program as announced 
by the State Live Stock Sanitary Board was as 
follows: 


January 21—Nine A. M. 


Greetings—Governor Theo. G. Bilbo; Mayor 
Walter A. Scott, Jackson. 


Response—Dr. F. J. Underwood, Executive Offi- 
cer, Mississippi State Board of Health. 


President’s Address—Dr. Henry Boswell, Super- 
intendent, Mississippi Tuberculosis Sanitorium. 


Function of Livestock Sanitary Officials in 
Tuberculosis Control Eradication.—Dr. C. A. Cary, 
State Veterinarian of Alabama. 

Economic Importance of Eradicating Tubercu- 
losis.—Dr. William Moore, State Veterinarian of 
North Carolina. Discussed by Dr. N. F. Williams, 
State Veterinarian of Texas. 


Annual Meeting and Luncheon of the Mississippi 
Veterinary Medical Association at Hotel Edwards. 


January 21—Two P. M. 


Methods of Tuberculosis Control in School Chil- 
dren.—Dr. May F. Jones, Laurel. 


A Tuberculosis-Free Milk Supply.—Dr. N. M. 
Parker, Director, Meat and Milk Inspection, Mis- 
sissippi State Board of Health. 


Relation: of Bovine Tuberculosis to Human.— 
Dr. Henry Boswell. 


Relations to M. D.’s to Veterinarians.—Dr. J. R. 
Ricks, Epidemiologist, Mississippi State Board of 
Health. 


Banquet at Six P. M., 
Edwards. 


Banquet Hall, Hotel 


January 22—Nine A. M. 


Area Tuberculosis Eradication in the United 
States——Dr. Elmer Lash, Assistant Chief, Tuber- 
culosis Eradication Division, Washington, D. C. 


Accredited Area Work in Arkansas.—Dr. J. H. 
Bux, State Veterinarian of Arkansas. 


Address.—Professor W. F. Bond, Superintendent 
of Education of Mississippi. 




















Rabies and Its Relation to the Human Practi- 
tioner.—Dr. F. F. Brown, Crystal Springs. 


Conference Plans and Invitation for 1931 Meet- 
ings—Dr. E. P. Flowers, State Veterinarian of 
Louisiana. 


Two P. M.—Dr. C. B. Cain, Presiding. 


Business Meeting of the Mississippi Veterinary 
Medical Association. 


General Business Relations of the Veterinarian 
to the Farmer.—Dr. B. E. Green, Hattiesburg. 


Accomplishments of the Mississippi State Live 
Stock Sanitary Board and Its Plans for the Future. 
—Hon. J. C. Holton, Chairman of the Board and 
Commissioner of Agriculture, and Dr. G. B. Brad- 
shaw, Secretary of the Board and State Veterin- 
arian of Mississippi. 


The officers of the Southwestern Tuberculosis 
Conference were Henry Boswell, President; W. F. 
Bond, Vice-President, and G. B. Bradshaw, Secre- 
tary. The Program Committee consisted of Drs. 
F. J. Underwood, H. R. Shands, and G. B. Brad- 
shaw. The Committee on Local Arrangements 
consisted of Drs. E. S. Brashier, R. W. Hall, and 
Noel Womack. 


The officers of the Mississippi Veterinary Medi- 
eal Associatio were C. B. Cain, President; R. H. 
Stewart, Secretary. The Committee on Local 
Arrangements consisted of E. S. Brashier, J. A. 
Beavers, and G. B. Bradshaw. The Committee on 
Programs consisted of O. M. Norton, E. M. Alder- 
man, and D. M. Williams. 


KING’S DAUGHTERS’ HOSPITAL. 

At a recent meeting of the Staff of the King’s 
Daughters’ Hospital, Greenville, Dr. H. A. Gamble 
read a paper and cited cases on the care of the 
abdominal wall in cases of suppurative appendicitis, 
showing that a big percentage of deaths in these 
cases was due not to peritonitis, but to burrowing 
infections of the wall and usually external to the 
fasciae. His preventive treatment is to close only 
the peritoneum and fascide, pack the wound with 
some form of antiseptic gauze, and allow to heal 
by granulation or bring it together later after the 
time of infection spread has passed. 

Dr. T. B. Lewis read a paper on pneumonia, 


stressing the points that a true diagnosis has been 
more unsatisfactory since the advent of influenza. 
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SECOND COUNCILOR DISTRICT. 
Dr. L. L. Minor, Councilor, Second District, 
writes as follows: 


“The DeSoto County Medical Society held an 
interesting meeting on Jan. 5. Dr. Charles Whit- 
ley Emerson, Hernando, was re-elected President; 
Dr. A. J. Weissinger, Hernando, Vice-President; 
Dr. L. L. Minor, Route 4, Memphis, Tenn., Secre- 
tary-Treasurer (re-elected); Dr. A. V. Richmond, 
Lake Cormorant, member of the Board of Censors 
for three years; and Drs. A. L. Emerson, Minor 
and Weissinger, members of the Medico-Legal 
Committee. 


“The Second Council District is progressing. 
The North Mississippi Six Counties and the Panola 
County Medical Societies have surrendered their 
charters and a new charter has been issued to the 
North Mississippi Medical Society which embraces 
the following counties: Benton, Lafayette, Mar- 
shall, Panola, Tippah, Winona and Yalobusha. 
Officers of the new Society for 1931 have been 
elected as follows: President, Dr. R. G. Grant, 
Holly Springs; A. H. 
Little, Oxford. This Society promises to be one 
best in the State. 


Secretary-Treasurer, Dr. 


“Tate County Medical Society’s Secretary, Dr. 
J. Sidney Eason, has been in bad health. We hope 
for Dr. Eason an early and complete recovery and 
In 1930, every phy- 
sician in the county was a member of his local 


for the Society a fine record. 


medical society. 


“DeSoto County Medical Society has a fine lot of 
members in it. One hundred per cent of the physici- 
ans of that county are members of the society. 


“T think that the New Orleans Medical and Sur- 
gical Journal in itself is worth the price we pay 
for membership in our Association. There is no 
journal I think that serves its purpose better than 
the above one. Receiving this journal is, however 
only one of several good reasons why every Mis- 
sissippi physician should be a member of his local 


medical society.” 


LET 
WILLIAM JACKSON GRADY. 


The death of Dr. William J. Grady, of Stephen- 
son, Mississippi, deprived the Homochitto Valley 
Medical Society of one of its active members. 


Moving into the jurisdiction of our Society only 
a few years ago from Tupelo, Miss., it was not 
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long before he was known to his confreres as a 
gentleman, a trustworthy friend, and a physician 
well versed in the art and science of medicine. 


Dr. Grady was a graduate of the Memphis Hos- 
pital Medical College, class of 1900. He had prac- 
ticed at Tupelo but because of his health had re- 
tired’ from practice and engaged in business for 
many years. Later he resumed the practice of 
medicine at Stephensnn, Wilkinson County, Miss. 


BE IT RESOLVED that the Homochitto Valley 
Medical Society make known its sympathy to the 
bereaved family and that these resolutions be 
spread on the minutes of. the Society and that they 
be punished in the New Orleans Medical and Sur- 
gical Journal. : 


R. D. Sessions, 

L. S. Gaudet, 

J. S. Ullman, Chairman. 
January 8, 1931. 


J. W. UNGER. 

Dr. A. K. Naugle, West Point, reports the death 
of Dr. J. W. Unger of West Point, on Saturday 
morning, Jan. 3. Dr. Unger was one of the oldest 
practicing physicians in the State, having opened 
his office in 1873. He was in his eightieth year of 
age at the time of his death. After 57 years of 
active practice, he refused to retire from the work 
he loved and to which he devoted his life, and main- 
tained regular hours at his office until a few weeks 
before his death. 


Dr. Unger .moved to West Point in 1881 and 
was married Jan. 18, 1900, to Miss Florence Mc- 
Millian at Louisville. He has been active in church 
and civic affairs and was a citizen held in universal 
esteem. 


Dr. Unger was graduated in 1875 with the degree 
of Doctor of Medicine by Louisville Medical Col- 
lege. The same year the old Kentucky School of 
Medicine conferred upon him the ad enndem degree. 
“A supplemental degree of M. D. was conferred up- 
on him by the Bellevue Hospital School of Medicine 
in 1882. He took post-graduate courses and was 
granted certificates by the New Orleans Polyclinic 
in 1888, New York Post-graduate in 1898, the Chi- 
cago Eye, Ear, Nose and Throat Hospital in 1898, 
and the Cincinnati Post-Graduate School of Physi- 
ological Therapeutics in 1904. The last mentioned 
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institution conferred upon him the honorary degree 
of Bachelor of Physiotherapy in 1905. 


_Dr. Unger is survived-by his wife, and by two 
sons and a daughter, Anell and J. W. and Mrs. 
Dan Davidson. 


— ARRRMIIER S tS 
VICKSBURG SANITARIUM, 

The regular monthly meeting of the Staff of the 
Vicksburg Sanitarium was held on Jan. 10. After 
a business session, reports from the records depart- 
ment, and analysis of the work of the hospital for 
the month of December, the following reports of 
interesting cases were presented: 


Diverticulitis of the Recto-Sigmoid.—Dr. G. M. 
Street. 


Acute Intestinal Obstruction.—Dr. A. Street. 


Pregnancy Complicated by Acute Thyroidism.— 
Dr. J. A: K. Birchett, Jr. 


Congenital Syphilis with Parrot’s Pseudo-Paraly- 
sis.—Dr. G. G. Jarratt. 


The following selected radiographic studies were 
shown: Enlarged thymus (2 cases); pneumonia 
(3 cases); suppurative pleurisy; carcinoma of the 
mediastinum, metastatic; arthritis of knees; patha- 
logocal (syphilitic) fracture of the humerus; 
osteomyelitis of the rib; dislocation of the shoulder 
joint; fracture of both bones of the leg; maxillary 
sinusitis (3 cases). 


Dr. G. C. Jarratt, President, presided. 


TRI-STATE MEDICAL ASSOCIATION. 


Dr. A. G. Payne, Greenville, President-elect of 
the Tri-State Medical Association of Mississippi, 
Arkansas, and Tennessee, is urging a large repre- 
sentation of physicians of Mississippi at the meet- 
ing of the Association to be held at Memphis Feb- 
ruary 17 to 20, 1931. The list of speakers for this 
meeting include some of the foremost men of the 
country in the various branches of medicine and 
surgery, and will serve to present an excellent 
course in post-graduate instruction. 


The meeting will be held at the Hotel Peabody 
and Dr. A. F. Cooper, Secretary-Treasurer, Bank 
of Commerce Building, Memphis, will be glad to 
make reservations for all who wish them. 


The meeting will be well worth your while. 























ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY. 


The meeting of the Issaquena-Sharkey-Warren 


Counties Medical Society for the year of 1931 was 
held at Vicksburg on January 13. 


The program was devoted to a discussion of “The 
Business Affairs of the Profession.” The discus- 


sions were opened by Dr. J. B. Benton, Valley Park; 
Dr. W. C. Pool, Cary; and Dr. D. A. Pettie, Vicks- 
burg. Others taking part in the discussions were 
Drs. S. W. Johnston, Vicksburg; E. H. Jones, 
Vicksburg, and G. M. Street, Vicksburg. 


It was voted to instruct the Secretary to publish 
the attendance ‘record of each member of - the 
Society for the year 1930. 


President Benton announced the membership of 
the Committee on Public Health and Legislation 
as Drs. F. M. Smith, Vicksburg; W. C. Pool, Cary, 
and §. W. Johnston, Vicksburg. 


The Secretary made his report for the year of 
1930 as follows: 


Memhership:—Issaquena County, three; Shar- 
key County, nine; Warren County, 26; Claiborne 
County, one; Life, two; Honorary, three.—Total 44. 


Meeting's :—Regular, 11; Special, two.—Total 13. 


No meeting was held in May because of the 
meeting of the Mississippi State Medical Associa- 
tion in Vicksburg. Two joint meetings were held 
with the Fifth District Medical Society, one in 
Monroe in June; one in Vicksburg in December. 


Attendance at Regular Meetings:—Members, 191 
—average per meeting, 17.4 (39.5 per cent); 
Visitors, 109—average, 9.9; total attendance, 300 
—average, 27.3. 

Presenting Papers or Discussions:—Members, 
16 (36 per cent); Visitors, seven. 

The next meeting of the society will be held on 
Feb. 10. 


CENTRAL MEDICAL SOCIETY. 


The following is the announcement of the last 
meeting of the Central Medical Society as sent 


out by Dr. W. L. Hughes, Secretary: 


“The January meeting of the Central Medical 
Society will be held at the Edwards Hotel, Jackson, 
Tuesday night, Jan. 20, at 7:30 P. M. _Dr. P. 
L. Mull, Dean of the University Medical School 


Mississippi State Medical Association 
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will be the guest of the society and tell us some- 
thing about the present condition of our Medical 
School. This being the first meeting of the 
society under Dr. Green there will be several 
important announcements as to the various com- 
mittees of the local society and for the State Associ- 
ation meeting in May. 


“Scientific Prigram: 


1. Dr. P. L. Mull, Dean of University of Missis- 
sippi Medical School. 


2. Tularemia, with Case Reports.—Dr. Smythe 
Howard. 


- 8. Chronic Blepharitis of Unusual Origin.—Dr. 
A. G. Wilde. . 


“Business session. 
“Adjournment. 


“Remember that this is the last opportunity to 
pay dues to avoid delinquency. If you have not 
paid up send in your check at once as they must 
be in the hands of the State Secretary by February 
1st.” 


' UNIVERSITY OF MISSISSIPPI MEDICAL 
SCHOOL. 

The University of Mississippi Medical School has 
maintained its Class-A rating throughout the 
years because of the excellent scholarship of its 
students. The political upheaval of last summer 
was directly responsible for the investigation made 
by the Association of American Medical Colleges 
in September. 


At the meeting of the Association of American 
Medical Colleges in Denver, Colorado, in October, 
the school was placed on probation for one: year, 
as stated by the Executive Council of that associa- 
tion “to help this school.” The Council on Medi- 
cal Education and Hospitals at its meeting in 
Washington, D. C., in October thought best to 
withhold the Class-A rating of the University of 
Mississippi Medical School pending a visit of inves- 
tigation by authorized representative. In the 
meantime, the work done in the school is given 
the same credit as before. If the medical school 
makes the changes for the better which have been 
recommended, and, if the other departments of 
the University of Mississippi are able to maintain 
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their Class-A rating, then the medical school will 
come out of probation at the close of this school 
year and can go on as a: Class-A School. 


The changes recommended by the Association 
of American Medical Colleges are as follows: 


(1) A medical library in the Medical Building 
with an all-time librarian in charge. 


(2) An all-time assistant in anatomy and his- 
tology. 


(3) The Dean is to visit medical societies 
throughout the State and bring the school into 
closer contact with the practicing physicians. 


(4) A clinic for students of both years of the 
two-year course in medicine. 


(5) Curtailment of required hours, allowing 


more time for elective work. 

(6) Co-operation with the Graduate School. 

(7) The departments in the Medical School to 
be open to qualified practicing physicians of Mis- 
sissippi, who wish to do special work in any pre- 
clinical subject. 

(5) 


The Association of American Medical Colleges 
did not feel that we need a new building, for the 
present, or that it is necessary to move the school 


An all-time assistant in pathology. 


to some other place as a step towards a four-year 
The thing recommended for the 
present is to build up what we have now on the 
campus of the University of Mississippi. In the 
event that anything takes place which will lower 


medical school. 


the rating of the University of Mississippi the 
Association of American Medical Colleges will 
evaluate the pre-medical work and—if this work is 
as good as it has been before the Association of 
American Medical Colleges will recommend that 
our present pre-medical ‘students be admitted to 
any Class-A medical schools on the same basis as 
heretofore. This will give our present pre-medical 
Students the same choice they have always had in 
entering medical schools. 


We have made some progress in these few weeks 
and have the good will and encouragement of the 
Association of American Medical Colleges and the 
But 
we need the good will and co-operation of the 
medical profession of Mississippi. 


Council on Medical Education and Hospitals. 


There is a way to improve the personnal of the 


Mississippi State Medical Association 


faculty of the Medical School as necessity ariSes. 
One of the faults found with that faculty so far, 
however, is that it is too small. The resolution 
passed by the Board of Trustees last summer that 
faculty members may be removed at any time “at 
the discretion of the Board without warning” will 
tend to keep good medical teachers out of the 
State and make it difficult to hold our present 
Class-A faculty. All matters pertaining to the 
faculty of any medical school in the United States 
should have the cooperation of the Association of 
American Medical Colleges and the Council on 
Medical Education and Hospitals. These two or- 
ganizations are composed of men especially trained 
in matters of medical education. 


The medical profession of Mississippi can do 
more than any other body of men in the State to 
help the Medical School. Remember that we are 
on probation; and that whether we enroll another 
class of medical students for next year depends 
upon what we do between now and next June. 
We are still giving our classes work that is 
approved at headquarters in Chicago, and, if we 
are forced to quit at the close of this school year, 
we quit doing A-grade work. We have been prom- 
ised that our present students will be eligible to 
transfer to other Class-A medical schools. Not 
only this, but our present pre-medical students will 
be able to enter other medical schools regardless 
of what may happen to other departments—and 
other schools—in the University of Mississippi. 
This is our understanding with the Association of 
American Medical Colleges, provided, of course, 
that we all do our duty. 


In conclusion, I wish to quote the opening para- 
graph from a letter from the Secretary of the 
Association of American Medical Colleges, dated 
November 10, 1930. 


“Your medical school is on probation. That 
means that it is ‘up to you’ to show what you can 
do to regain your original status. ‘You’ means 
everybody who has anything to do with the school 
or who has any interest in seeing it continued in 
good standing—The governor, the board of trus- 
tees, the chancellor, the physicians of the state, the 
people, the faculty—and you who must be the guide 
and councillor.” 

P. L. Mull, M. D., 


Dean, Medical School of the University of Mis- 
sissippi. 

















Refraction of the Human Eye and Methods of 


Estimating Refraction: By James Thorning- 
ton, A. M., M. D. 2nd ed. rev. Philadelphia, 
P. Blakiston’s Son & Co. Inc. 1930. Pp. 406. 


The second edition of this well known work will 
probably also be very favorably received, because 
of the complete, concise, simple, and modern man- 
ner of presentation. We ophthalmologists, gen- 
erally speaking, will have to be more interested and 
efficient in refraction and its practical applica- 
tions, if our specialty is to survive in its present 
form. Dr. Thornington is our foremost refraction 
text book writer and this book is an amalgamation 
of all his previous works on the subject. 


Among the new features are descriptions of the 
author’s Muscle Light and his method of Ocular 
Calisthenics. The former is a celluloid screen 
appropriately marked in degrees of Eso and Exo- 
phoria for use at thirteen inches, and illuminated 
with a flash light. The practical remedy of Extra 
Ocular Imbalance symptoms by exercises of one 
sort or another is apparently more experimental 
than the author infers. A pencil fixed at arms 
length is slowly brought towards the nose in 
convergence insufficiency. One eye is covered and 
the other follows the finger through a quarter 
circle temporarily from the median line divergence 
insufficiency. Turning the eyes to the extreme 
right for two to five seconds, then closing them 
for a similar periods and looking up and to the 
right in the same manner, and so on in the eight 
principal directions hardly seems a rational way 
of minimizing ocular fatigue. The varied and 
complex movements of the eyes necessary during 
the greater part of our waking hours to avoid 
conflict with automobiles and various other ar- 
ticles of more or less rapid movement seem 
sufficient exercise without trying to hold the eyes 
in practically impossible positions. 


In the surgical treatment of squint, tenotomy 
alone is mentioned. One might infer that it is 
the only, or even the most frequently used opera- 
tion for strabismus. 


Sufficient emphasis is not made on the deter- 
mination of that one best vision lens for each eye; 
on which everything depends. Whether you use 
this method or that, is no matter; but whether 
or not you find the one best vision lens is of the 
utmost importance to the patient who has to wear 
the glasses. 


Sphere cylinder skiascopy as described by 
Lindner and others would seem to justify mention 
in the next edition. 


The illustrations are ample, well selected, and 
add to the book, as does the thorough index. 


Cuas. A. BAHN, M. D. 





BOOK REVIEWS 


A_ Primer for Diabetic Patients: Russell M. 
Wilder, M. D. Philadelphia, W. B. Saunders 
Company. 4th ed. rev. pp. 138. 


This is one of the best of the numerous primers 
for diabetic patients. The reviewer has used it 
with great satisfaction for a number of years 
past. The information that it gives is simple, 
direct and adequate. Its study and use can be 
recommended not only to the patient, but to the 
physician as well. 


I. I. LEMANN, M. D. 


Physical Diagnosis: By Warren P. Elmer, B. S., 
M. D., and W. D. Rose, M. D. St. Louis, 
The C. V. Mosby Company. 1930. 337 illus. 
pp. 903. 


The appearance of a new book on physical 
diagnosis is welcomed by those engaged in teach- 
ing this particular branch of medicine. Of the 
standard text books that are available at the 
present time, each one lacks something which goes 
to make up what would be considered a compre- 
hensive presentation of the subject and each one 
seems to be poorly balanced in the selection of 
material. Dr. Elmer has undertaken to revise 
Dr. Rose’s former book, but he has done more 
than actually revise it; he has extensively re- 
arranged it and rewritten. many of the sections 
completely. The resulting work is one which 
seems to be quite satisfactory, but which still fails 
to meet the requirements of what might be con- 
sidered to be a complete text book on the subject, 
one that omits unessentials and details of the 
past, but at the same time incorporates modern 
knowledge concerning the diagnosis of pathologic 
conditions through -physical measures. As a 
specific example of what we mean, it may be said 
that there is a reasonably good description of 
methods of percussion of the abdomen, just as 
there is with palpation, percussion and ausculta- 
tion of the chest. Likewise, there is a relatively 
complete account of physical diagnosis of diseases 
of the respiratory and circulatory systems and yet 
no comprehensive chapter devoted to a similar 
exposition on the gastro-intestinal system. We 
should like to see incorporated in the next edition 
of this work something concerning the physics of 
sound and further elaboration of explanations of 
the cause of various abnormal physical signs. 
The “why” of signs often helps to fix them in the 
mind of the student. Certainly it enhances the 
value of what they are learning if a dogmatic, 
copy-book form of statement, without explanation, 
is not employed. Aside from these few criticisms 
the book has much to recommend it. On the 
whole it meets with a relative degree of adequacy 
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the needs of the medical student or the physician 
who needs, from time to time, to consult a work 
on such a fundamental subject as this. 


J. H. Musser, M. D. 


Practical Therapeutics: By Hobart Amory Hare, 
B. Se, M. D., L.L.D. 21st ed., enl. and rev. 
Philadelphia, Lea & Febiger. 1930. pp. 1030. 


This twenty-third edition thoroughly revised 
and enlarged is a valuable ‘addition to one’s library. 
It contains all recent advances in drug and non- 
medicinal therapy. Not only does it discuss treat- 
ment of diseases in as abbreviated form as possible, 
but the first half of this book is devoted to the dis- 
cussion of the various drugs, their physiological ac- 
tion, therapeusis, toxicity and administration. It 
indeed achieves its object of being a useful text for 
students and general practitioners. 


B. J. DELAUREAL, M. D. 


Manual of. Diseases of the Eye: By Charles H. 
May, M. D. 13th ed. rev. New York, William 
Wood & Co. 1930. pp. 461. 


Every time that I review this most interesting 
little volume, I wonder at the large amount of 
useful information that can be written in a small 
book. Many others apparently feel the same way 
or this little classic would not have warranted 
forty-eight editions in eight languages, and be the 
outstanding book of its type in the world. Only 
numerous revisions can make possible the simple, 
concise style; the continuity of thought; the prac- 
tical thoroughness; and the omission of the unim- 
portant. What is done well, is usually done often. 


This edition has been revised and contains many 
new illustrations. The chapter on Slit Sight by 
Harris and Butler of England is a valuable 
addition. He clearly presents almost in words of 
one syllable, fundamentals of an interesting and 
semewhat ‘technically difficult subject. 


There is a tendency especially in recent German 
ophthalmic publications, to amplify the table of 
contents. This idea may be used to advantage in 
the next edition. The computation of ocular dis- 
abilities also seems worthy of publication. 


Dr. May is to be congratulated on the great 
service he has rendered opthalmology by presenting 
to the world its fundamentals, expressed in a most 
simple and effective way. 


Those who wish a working knowledge of the 
eye and its disease or a review on this subject, 
can make no mistake in reading this volume—and 
then rereading it. 

Cuas. A. BAHN, M. D. 


Book Reviews 


Handbook of Pediatric Procedures: By Francis 
Scott Smyth, M. A., M. D., and Edith I. M. 
Irvine-Jones, M. B., Ch. B. New York, The 
Macmillan Company. 1930. pp. 212. 


The book is divided into two sections, the first 
deals entirely with diagnosis and the second with 
therapy. The authors begin Section 1 with the 
statement that diagnosis depends on: 


I. Careful. history. 
II. Thorough physical examination. 


III. Accurate laboratory examinations, includ- 
ing Roentgen rays. 


They give a scheme for history taking that is 
complete and that goes into the family history, the 
past history, and the present illness of the patient 
in great detail. The scheme is not different from 
what most of the students are taught in school 
but it is placed down in concrete form. They next 
give a scheme for physical examination which 
is full and complete. If their scheme should be 
followed out entirely in the examination of the 
child not much could be missed in this examination. 
The descriptioris of laboratory technic and exam- 
inations are also given fully. In the second section 
of their book they give dietetic therapy, biological 
and prophylactic therapy, physical therapy, drug 
therapy, fluid introduction in sick children, emer- 
gency treatments, technic of common procedures in 
therapy. The book is not original but is an ex- 
cellent handbook of pediatric procedures and if its 
methods were carried out iri the examination of 
every child we should have much better pediatrics. 
It is a good book for the student or the pediatrist 
to have on his desk. 

RENA CRAWFORD, M. D. 


Surgery of the Lung and Pleura: H. Morriston 
Davies, M. A., M. D., M. Ch. (Cantab.), 
F. R. C. S. (England). London, Oxford Univ. 
Pr. 1930. pp. 355. 


As the title signifies this is a book dealing with 
all condition pertaining to the chest. It is well 
written by a man who has had a large experience 
in this particular field of surgery. 

He presents the subject in a brief and concise 
manner. To anyone interested in chest diseases 
this book is especially recommended. 


There are four chapters that are especially 
recommended to all physicians: 


1. Diseases of the Pleura. 
2. Pulmonary Tuberculosis. 
3. Lung Abscess. 
4. Bronchiectasis. 


A very complete bibliography is arranged by 
chapters at the end of the book. 
SHIRLEY C. Lyons, M. D. 














Normal and Abnormal: 


Psychology: 
Winfield Bridges, Ph. D. New York, D. Apple- 


By James 


ton & Company. 1930. pp. 552. 


A text book covering the normal and abnormal 
motivation of conduct with much space given to 
their explanations, added to which is a rather de- 
tailed account of these behaviorisms. A rather 
elaborate description is given of the mechanism 
of behavior in which is included the autonomic 
nervous system with special reference, as some 
investigators are given us to believe, on our 
emotions, feelings and externilizations of conduct. 

The volume consists of 29 chapters, well writ- 
ten and composed, with special features of abnor- 
mal psychology included under the term, “Psycho- 
pathology.” In the examiner’s opinion, this could 
have been best eliminated from the volume and a 
special volume written concerning this, for at our 
present stage of teaching and educational endow- 
ment, in some instances these abstracts are badly 
handled by even students themselves with subse- 
quent projection of subjective analysis and ulti- 
mate obsessions and compulsions. 


The illustrations are perfect. An extensive 
bibliography is appended with a detailed index. 
It is a book for teachers, especially, and excellent 
collaterial reading for allied professions. 


WALTER J. Otis, M. D. 
Osteomyelitis and Compound Fractures: 


H. Winnett Orr, M. D., F. A. C. S. 
Louis, C. V. Mosby Co. 1929. pp. 208. 


By 
St. 


This admirable work is revolutionary in its pro- 
test against what has been the standard method 
of treating osteomyelitis, and compound fractures, 
and yet it simply revives well known principles 
as to the behavior of infected wounds which have 
been given a preliminary thorough cleansing, com- 
plete open drainage, and absolute immobilization, 
and then left alone. 


No surgeon who has to do with this class of 
infected wounds can afford to overlook this splendid 
contribution to surgical practice. His satisfaction 
with the Winnett Orr Method will be in direct pro- 
portion with the thoroughness with which he 
observes Dr. Orr’s technic. His failures will de- 
pend upon how frequently he attempts to improve 
on it. 

E. D. FENNER, M. D. 


Dosage Tables for Roentgen Therapy: By Pro- 
fessor Friedrich Voltz. London, Hymphrey 
Milford, Oxford University Press. 1930. 
pp. 120. 


To those interested in roentgen-ray therapy, 
this book of Prof. Voltz will prove very use- 
ful. A comprehensive discussion is entered into 
by the author relative to the physics of roentgen- 
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ray radiation, explaining the physical and biologi- 
cal dose. A clear explanation is given of the 
different methods of measurements now in use 
and their application to modern roentgen-ray 
therapy. 


A complete table of dosages is conveniently 


arranged into three different groups. The author 
has wisely included in his book a chapter on the 
calibration of roentgen-ray apparatus and roent- 
gen-ray tubes. THis chapter is of tremendous 
importance because the result of radiation therapy 
is dependent upon apparatus which accurately 
registers the dosage administered. 


This book should serve as a handy reference for 
all therapists and for this reason it is highely 
recommended. 


LEON MENVILLE, M. D. 
a 


Treatment of Children’s Diseases: By 
Prof. Dr. F. Lust. Authorized translation of 
the 6th German ed, with additions, by San- 
dor A. Levinsohn, M. D. Philadelphia, J. B. 
Lippincott Company. 1930. pp. 493. 


The 


The translator states by way of introduction 
that this book is offered to meet the needs in 
English of such a volume. The book is divided 
into two parts. Part I deals with. the different 
diseases of infancy and childhood, with an addi- 
tional chapter on Therapeutic Technic. Part II 
is a treatise on dosage and contains a list of drugs 
and preparations to be used in pediatric practice. 


Under each disease there is first given a brief 
sketch, or resume of diagnostic points, designed to 
convey the clinical picture of the condition to be 
treated. The author’s treatment immediately fol- 
lows this. The translator attempts to harmonize 
what the author has said with American practice 
and in numerous instances interjects his notation 
into the discussion. This creates rather rough 
sailing from the reader’s point of view, as it 
necessitates rank contradictions in many instances. 


The introduction to the chapter on Drugs and 
Formulas is a masterpiece on the empiricism of 
the dosage of drugs for children. The author 
points out the fallacy of the premise that the 
child’s mass may be considered a diminutive of 
the adult. He further ridicules the practice of 
calculating dosage by using the age in years, in- 
stead of calculations based on body weight. He 
admits, however, the lack of sufficient experimental 
clinical data to completely rectify the methods 
in. use. 


In going over the list of drugs included, one 
might easily mistake it for the German pharma- 
copoeia, or a German drug jobber’s catalog. Many 
remedies of German manufacture and of coal-tar 
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deriviation are included that are used very little, 
or not at all in this country. 


The subject matter of this book is good and the 
need which it purports to serve is apparent, but 
the American and German viewpoints on pediatric 
practice are teo widely separated to be brought 
together by amends of the translator. The work 
would have to be completely re-written so as to 
coineide with our own methods of practice, before 
it would be of much value to ys. 

C. T. WILLIAMs, M. D. 


African Republic of Liberia and the Belgian 
Congo: Based on the Observations Made and 
Material Collected. During the Harvard 
African Expedition 1926-1927: By Richard 
P. Strong, M. D., S. D.; George C. Shattuck, 
M. D., A. M.; Max Theiler, M. R. C. S., 
L. R. C. P., D. T. M. & H.; Loring Whitman, 
A. B.; Joseph C. Bequaert, Ph. D.; Glover M. 
Allen, Ph. D.; David H. Linder, Ph. D.; and 
Harold Coolidge, A. B. Cambridge, Harvard 


University Press. 2 vols.’ 1930. pp. 568+ 496. 
These two volumes embody a wealth of material 
on the geography, climate, peoples, customs, lan- 
guages, government, economic and financial con- 
ditions, geography and flora, zoology, and medical 
considerations on the conditions prevailing in 
Liberia and to a lesser extent in the Belgian Congo. 
In more detailed fashion there are presented the 
present day status of the following diseases in these 
African countries: malaria, yellow fever, schis- 
tosomiasis, filariasis (including Bancroft’s filari- 
asis, Guinea worm infection, onchocerciasis) , juxta- 
articular nodules, yaws and syphilis, gangosa, 
rhinopharyngitis mutilans, goundou, leprosy and 
complicating infections, and numerous _ skin 
diseases, There is also an important chapter on 
sleeping sickness. In addition to the infections and 
diseases observed in man a careful study was also 
made of the diseases: affecting domestic and wild 
animals in the areas surveyed; likewise diseases of 
important economic plants such as the cocoanut, 
rubber tree and cinchona tree. Special papers are 
included on (1) the parasite helminths collected 
by the expedition, (2) special protozoological 
studies of the blood, (3) a therapeutic study on 
schistosomiasis and (4) a botannical report of 
Liberia. 

The second volume is given over to a detailed 
description of the animals, both vertebrates and 
invertebrates, collected by the expedition. Of this 
volume, the section on medical and economic 
entomology is by far the most important to the 
reader interested in the medical aspects of the trip. 
There is a concluding chapter on photography in 
tropical countries. 

The book is beautifully, printed, wonderfully 
well illustrated and typographically errors have 
been meticulously reduced to a minimum. Al- 
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together this contribution is a liberal education 

as well as an up-to-date scientific survey om the 

area in which these investigators made their study. 
ERNEST CARROLL Faust, M. A., Ph. D. 


Practical Local Anesthesia: By Robbert Emmett 
Farr, M. D., F. A. C. S. 2nd Ed., Philadel- 
phia, Lea and Febiger, 1929. pp. 611. 

This is the second edition of a work which, orig- 
inally published in 1923, very rapidly won for itself 
a position of eminence in that field of surgical 
technic with which it deals. As in the original 
edition, the volume is well printed and bound, and 
the text is profusely illustrated with photographs, 
technical drawings, and anatomical plates. The 
text has been revised rather extensively and with 
definite enhancement of the value of the subject 
matter. No better addition than this volume can 
be made to the library of the man who uses or 
expects to use local analgesia. 

R. A. Curtine, M. D. 


PUBLICATIONS RECEIVED. 

F. A. Davis Company, Philadelphia: How It 
Happened, by Adalbert G. Bettmann, M. D., F. A. 
C. S. 

C. V. Mosby Company, St. Louis: Abdomino- 
Pelvic Diagnosis in Women, by Arthur John Wal- 
scheid, M. D. 

P. Blakiston’s Son & Company, Inc., Philadel- 
phia: Therapeutics Materia Medica and Phar- 
macy, by Sam’l O. L. Potter, A. M., M. D., M. R. 
C. P. Lond. Recent Advances in the Study of 
Rheumatism, by Frederic John Poynton, M. D., 
r. &. GF. 

The Dial Press, New York: Fads, Frauds and 
Physicians, Diagnosis and Treatment of the Doc- 
tor’s Dilemma, by T. Swann Harding. 

The Williams and Wilkins Company, Baltimore: 
Annuals of the Pickett-Thomson Research Labora- 
tory, Volume VI. 

Macmillan Company, New York: Clinical 
Allergy, Asthma and Hay Fever, by Francis M. 
Rackemann, M. D. 

Miscellaneous: Twenty-fourth Annual Confer- 
ence of the American Association of Medical Milk 
Commissions, Inc., 1930. 

Los Angeles County Medical Association: Quo 
Warranto Proceeding in the Superior Court of the 
State of California Enjoining a Lay Medical Cor- 
poration from the Practice of Medicine, Argued 
for the California Medical Association, Plaintiff, 
Gibson, Dunn and Crutcher, by Norman Sterry, 
Esp. 


CORRECTION. 

Through typographical error, the price of Hen- 
rici’s Molds, Yeasts and Actinomyces, reviewed by 
Dr. E. C. Faust in the December issue was mis- 
quoted as (.50) fifty cents instead of ($3.50) three 


dollars and fifty cents. We regret the error, and 
accordingly wish to make this correction. 





